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VAN DIE REDAKSIE 


STEROILEDHORMONE BY DERMATOLOGII 


Vandat Job met bose sere geteister was en homself met 

yotske xekrap het, het geneeshere te staan gekom voor ‘n 
vaie lang lys van ongeneeslike, en al te duidelik sigbare 
siektes van die vel. In teenstelling met ons vroeé verwagtings 


TH en ke 
alhoewel daar weinig twyfel bestaan 
} 


et die koms van AC rtisoon niks gedoen om die 


vs korter te Maak nie, 


icf ] ] T > 1 
at. in een ol andet werelddeel, hierdie ormone vir die 


neerderheid van die nagenoeg aghonderd huidsiektes, 


gebruik is. 


wal 
i + 


1 die handboeke beskrvf word 


In hierdie, die negende jaar van die heerskappy van die 


steroiedhormone, is die aanwysing van hulle liggaamsaan 
| ‘ t 2 
vending by dermatologie beperk tot 3 hoofgroepe sox 
] <1] > ir) 1 > 1" 
yorspronklik in 1951 deur Lever! aan die hand gedoen i 


Fatale Huidsickt 


(1) Blaarkoors, (2) eksfoliatiewe erythroderma, (3) liggaam- 


ke lupus erythematosus, (4) liggaamlike sklerose, (5) 
dermatomiositis, (6) knopvormige slagaarontsteking. Die 
sgenoemde vier (3-6) is kollageen-siektes. 





Dit is verpligtend om die steroide by blaarkoors en akute 
1, ++ ‘ " re ' " ; > > 
vedissemineerde lupus erythematosus te gebruik, aangesie! 


' neind va) ke remaalk 
lie pasiént deur hierdie terapie oneindig gemakliker gemaak 


kan Wot 


moet 


aden s lewe verleng mag word Vroeé dosisse 


} > ‘ > tp 
hoog bedoel is om simptome te 


wees aangesien dit 


ynderdr k daaropvolgende dosisse behoort hoér a by 


inder siektes te wees, sodat hierdie onderdrukking volgehou 


kan word: daar moet daarmee aangehou word al ontwikkel 


Cushing se sindroom ook.' By lupus van die liggaam onder- 


myn niermoeilikheid die heilsame uitwerking van die 


hormone By blaarkoors vereis die aanwesigheid van 


velsepsis doeltreffende .beskerming’ met geskikte antibiotika. 
Velverharding en dermatomiositis reageer nie baie goed op 


behandeling met die steroide nie en die ,vogtige’ gevalle 


toon vir “n tydjie groter verbetering as die meer chroniese 


orms. By 


die 


ware knopvormige slagaarontsteking word 





ewensduur ongetwyfeld baie verleng indien die pasiént 
mderhoudende dosisse van een van die hormone ontvang. 
of dit ookal sporadies 
is met ekseem, metaalvergiftiging o 
retikulose, bv. 
erbeter opmerklik, vir °n 


lerapie toegepas word. 


Verspreide eksfoliatiewe dermatitis, 


n 
l 


$ of geassosieer 


»nderliggende SOOS mycosis fungoides, 


tvdjie altans, wanneer steroied- 


EDITORIAI 


STEROID HORMONES IN DERMATOLOGY 


Ever since Job was afflicted with sore boils and scraped 


imself with potsherd, physicians have been confronted 


vith a very long list of incurable and all too visible diseases 


the skin. Contrary to our early hopes, the advent of ACTH 


nd cortisone has done nothing to shorten the list, though 


th 


ere 1s little doubt that, in one 


part of the world or another 

these hormones have been used for most of the eight h ed 
rr so dermatoses described in the text-books. 

In this, the ninth year of the reign of the steroid hot es, 


the indications for their systemic use in dermatology are 


confined to 3 main groups, originally suggested by Lever 


195] 


I. Fatal Dermatoses 


(1) Pemphigus, (2) exfoliative erythroderma, (3) sy 


Clie’ 


upus erythematosus, (4) systemic sclerosis, (5) dermatomyo- 


sitis, (6) polyarteritis nodosa. The last four (3-6) are collagen 


diseases. 


It is obligatory to use the steroids in pemphigus and acute 


disseminated lupus erythematosus because by this ther 


the patient may be rendered infinitely more comfortable 


ind his life prolonged.* Early dosage must be high and is 


aimed at suppression of symptoms subsequent dosage 


1 


also needs to be higher than in most other diseases in ordet 


to maintain this suppression; it must be continued even 


if Cushing’s syndrome develops In systemic lupus, renal 


involvement vitiates the beneficial effects of the hormones 
In pemphigus, the presence of skin sepsis necessitates adequate 


cover’ with appropriate antibiotics. Scleroderma and derma- 


tomyositis respond rather indifferently to treatment with 


the steroids, the ‘juicy’ cases showing greater improvement, 


for a time, than the more chronic forms.' In true polyarte- 


ritis nodosa, life is undoubtedly greatly prolonged if the 
patient is given maintenance doses of one of the hormones 
Generalized exfoliative dermatitis, whether it be idiopathic 


oO 


associated with eczema, metal posioning or an underlying 
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Lokale Stero ad 
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maar kort na hidrokortisoon ontdek is. is dit gevind dat 


dit ‘n baie effektiewe middel teen ontsteking en jeuk ts, 
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Topic al St roids 


As a local application on the skin, cortisone is inert 


but soon after hydrocortisone was discovered it was found 
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veral by ekseem en pruritus vulvae et ani, sonder dat dit 
deur die vel geabsorbeer word. Fludrohidrokortisoon ver- 
oorsaak egter elektrolitiese verstorings en verspreide edeem 
indien dit aan groot veloppervlaktes of slymvlies aangewend 
word.!? Alhoewel hulle nie heeltemal aan die doel beantwoord 
nie, lewer die lokale preparate, wat hidrokortisoon of die 
nuwer prednisoloon bevat, bewys dat hulle baie nuttig is, 
al is dit dan ook slegs om jeuk te verlig en omdat hulle meer 
esketies aS die ewige sinkpastas en tere is. 

‘n Gebalanseerde beskouing, *n gesonde_ skeptisisme 
teenoor die sogenaamde roemryke vermoéns van C'e ,wonder- 
middels’, *n grondige kennis van hulle sy-effekte, tesame 
met die vertoning aan die pasiénte van ’n konserwatiewe 
gewetenshouding, vorm die beste resep vir die dermatoloog 
vandag. 


1. Lever, W. F. (1951): New Engl. J. Med., 245, 359. 

Harvey, A. M., Shulman, L. E., Tumulty, P. A., Conley, 

C. L. en Schoenrich, E. H. (1954): Medicine, 33, 291. 

3. Lever, W. F. (1953): Ibid., 32, 1. 

4, Nelson, C. T. en Brodey, M. (1955): Arch. Derm., 72, 495. 

5. Dubois, E. L., Commons, R. R., Starr, P. en Stein, C. S. 
(1952): J. Amer. Med. Assoc., 149, 995. 

6. McElligott, M. (1956): Brit. Med. J., 2, 1509. 

7. Suzman, M. M. (1953): S. Afr. T. Geneesk., 27, 195 

8. Loewenthal, L. J. A. (1953): /hid., 27, 221. 

9. Sones, M., Israel, H. L., Dratman, M. B. en Frank, J. H 
(1951): New Engl. J. Med., 244, 209. 

10. Sulzberger, M. B., Witten, V. H. en Yaffe, S. N. (1951): 
Arch. Derm. Syph., 64, 573. 

11. Gelfand, M. L. (1954): J. Amer. Med. Assoc., 154, 911. 

12. Livingood, C. S., Hildebrand, J. F., Key, J. S. en Smith, 
R. W. (1955): Arch. Derm., 72, 313. 
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to be a very effective anti-inflammatory and antipruritic 
agent, particularly in the eczemas and in pruritus vulvae 
et ani, without being absorbed percutaneously. Fludrohydro- 
cortisone, however, produces electrolyte disturbances and 
generalized oedema if applied to large areas of skin or 
mucous membrane.” While they are not the final answer, 
topical preparations containing hydrocortisone or the newer 
prednisolone are proving very useful, if only because they 
do alleviate itch and are more aesthetic than the eternal zinc 
pastes and tars. 

A balanced outlook, a healthy scepticism of the vaunted 
powers of the ‘wonder drugs’, a sound knowledge of their 
side-effects, together with the exhibition to the patients of a 
conservative attitude of mind, constitute the best recipe for 
the dermatologist today. 


1. Lever, W. F. (1951): New Engl. J. Med., 245, 359. 

2. Harvey, A. M., Shulman, L. E., Tumulty, P. A., Conley, 

C. L. and Schoenrich, E. H. (1954): Medicine, 33, 291. 

Lever, W. F. (1953): Thid., 32, 1. 

Nelson, C. T. and Brodey, M. (1955): Arch. Derm., 72, 495. 

Dubois, E. L., Commons, R. R., Starr, P. and Stein, C. S 

(1952): J. Amer. Med. Assoc., 149, 995. 

McElligott, M. (1956): Brit. Med. J., 2, 1509. 

Suzman, M. M. (1953): S. Afr. Med. J., 27, 195. 

Loewenthal, L. J. A. (1953): Jhid., 27, 221. 

9. Sones, M., Israel, H. L., Dratman, M. B. and Frank, J. H. 
(1951): New Engl. J. Med., 244, 209. 

10. Sulzberger, M. B., Witten, V. H. and Yaffe, S. N. (1951): 
Arch. Derm. Syph., 64, 573. 

11. Gelfand, M. L. (1954): J. Amer. Med. Assoc., 154, 911. 

12. Livingood, C. S., Hildebrand, J. F., Key, J. S. and Smith, 
R. W. (1955): Arch. Derm., 72, 313. 
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CHRONIC RELAPSING PANCREATITIS 


This disease, whose nature is only recently becoming under- 
stood, has posed a problem to physicians and surgeons 
for many years. The patient, usually a young or middle- 
aged man, suffers from repeated attacks of violent abdominal 
pain. As a rule, the differential diagnosis lies between sub- 
acute perforation of a slowly ‘leaking’ peptic ulcer and 
acute pancreatitis; we have learnt that these cases are best 
treated expectantly and that operation can safely be deferred. 
The exhibition of cortisone in maintenance doses helps to 
resolve the acute attack and prevents the occurrence of 
another—but a patient cannot be kept on cortisone in- 
definitely. 

It has been noticed that the acute attacks have a close 
relationship with bouts of alcoholic excess, but we are 
quite ignorant of the mechanism of the relationship and 
we do not know how the alcohol acts. It appears that patients 
become ‘sensitized’ to alcohol so that a single glass of beer 
may precipitate an attack. It is obvious that, if the control 
of the disease depends on the control of the alcoholism 
the problem of cure is going to be very difficult. 

Other theories of the etiology of relapsing pancreatitis 
have been propounded. It has been argued that the disease 
8 a recurrence of acute pancreatitis and, as this condition 
is Occasionally caused by a reflux of bile into the pancreatic 
duct-system as a result of an obstruction by a gall-stone 
impacted in the ampulla of Vater, it has been recommended 
that section of the sphincter of Oddi should be performed 
in relapsing pancreatitis. The underlying idea has been to 


paralyse the sphincter of Oddi and so permit free drainage 
of the pancreatic ducts. The value of this procedure has 
not been confirmed and the operation is falling into well- 
merited disuse. 

If a laporotomy is performed, a hard oedematous pan- 
creas with head, body and tail equally involved, is usuaily 
found. As a result of the repeated attacks of pancreatitis, 
fibrosis of the pancreas ultimately occurs; very occasion- 
ally a pancreatic abscess develops and, rather less uncom- 
monly, a cyst of the pancreas becomes manifest. Many 
surgeons feel that the development of a cyst gives one the 
opportunity to drain the pancreatic system via the cyst and 
so they perform an internal drainage of the cyst—indeed, 
this is today the recommended operation. Otherwise the 
cyst discharges into adjacent organs. Bizarre locations 
have been reported in the literature;' at least one case is 
known where the contents have been coughed up after the 
cyst has discharged into the lungs via a broncho-pancreatic 
fistula.2, The operation usually recommended is to drain 
the cyst into the bowel, preferably through the long limb of 
a Roux-en-Y anastomosis. This makes it difficult for infec- 
tion to travel up from the bowel into the pancreatic duct- 
system and the outcome of the operation is usually favour- 
able. 

Where no cyst is present, Aird, in an effort to prevent 
recurrences, has suggested draining the pancreatic duct- 
system in a retrograde manner by anastomosing the tran- 
sected tail of the pancreas into the bowel. This ingenious 
operation still awaits long-term reports. 
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Approaching the problem from a purely palliative aspect, 
Mallet-Guy,* who practices in Lyons in the heart of France’s 
wine country, and who therefore has a great experience of 
alcoholism and its effects, has given up trying to control 
the alcoholism and recommends the performance of the 
purely palliative operation of splanchnicectomy to control 
pain. 


MEDICAL JOURNAL 


23 March 1957 


The disease is increasing, and progress in this field will be 
followed with interest. 


1. Saunders, S. J. and Lanzkowsky (1956): S. Afr. Med. J.. 

30, 1069. 

Idem (1957): Personal communication. 

3. Mallet-Guy, P. and de Beaujeau, M. J. (1950): Arch. Surg., 
60, 233. 


VALKENBERG-HOSPITAAL 


!. BEKNOPTE HISTORIESE AGTERGROND 


H. W. SmitH, M.A., PH.D. 


Sielkundige, Alexandra-Inrigting, Maitland, Kaap 


Valkenberg-Hospitaal vir sielsiekes is op 20 Februarie 
1891 geopen met 36 blanke pasiénte wat op dié dag 
toegelaat is. Later in die jaar is nog 39 opgeneem, 
waarvan 10 as herstel ontslaan is, 2 is oorlede en 5 oor- 
geplaas na ander hospitale, sodat daar aan die einde 
van die eerste jaar slegs 58 inwonende pasiénte was, 
37 mans en 21 vroue. 

Dis voorwaar ‘’n beskeie begin, as in aanmerking 
geneem word dat hierdie sielsiekehospitaal tans die 
derde grootste van sy soort in ons land is, met 2,018! 
inwonende pasiénte, ‘n personeel van 542 en uitgestrekte 
geboue. 

Nog meer beskeie en kariger was die eerste geboue, 
die oorspronklike, byna bouvallige opstal van die 
Mostert familie op die plaas Valkenberg, wat deur die 
Koloniale Regering aangekoop was om as huisvesting 
vir die Porter-Verbeteringskool vir blanke en nie-blanke 
jeugmisdadigers te dien, die eerste van sy soort in Suid- 
Afrika. 

Maar skraal soos die begin was, so ryk en swaar is 
hierdie hospitaal aan geskiedenis, soos nog geen tweede 
in die land nie. 

Vanaf die vroegste jare van die Hollandse nedersetting 
was Valkenberg ’n prominente landbouplaas, en wel die 
tweede om in 1657? aan 4 vryburgers toegeken te word 
met die verstandhouding om tabak te verbou. Hulle 
moes met grawe werk totdat ’n ploeg uit Holland kon 
kom, maar hulle kon ’n wa en 6 trekosse kry om mis 
aan tery. Valkenberg was ’n onderdeel van °n baie groot 
plaas, De Hollandsche Tuin, wat van naby die huidige 
Mostertmeul tot oorkant die Liesbeekrivier, naby 
Durbanweg, gestrek het en van daar tot by die kasteel. 
Die Liesbeekrivier, destyds die Amstel genoem na die 
rivier waaraan Amsterdam geleé is, het deur die plaas 
gevloei en die 4 burgers was toegelaat om vir eie gebruik 
daarin vis te vang. Hulle kon ook vir eie nut skape en 
hoenders aanhou, maar nie te koop nie, om te verhoed 
dat te veel aandag van die tabakbou afgetrek word. 
Mettertyd is besproeiingsvore aan elke kant van die 
Liesbeek uitgehaal, De Hollandsche Tuin is in kleiner 
plase verdeel, en toe die plaas Vaikenberg se grense 
naastenby vasgestel is, was daar ’n aansienlike aantal 
buurplase, die meeste so geleé dat hulle uit die vore kon 
waterlei. So was daar Bloemendal aan die suide, Molen- 


vliet, Koornhoop—die hoop dat koring met welslae 
onder die Windberg, later Duiwelspiek kon verbou word 
en Bellevliet, aan die weste. 


DIE PLEKNAAM 


Hierdie treflende en so wydbekende naam _ prikkel 
dikweis die belangstelling, en daar is verskeie bespieélinge 
oor die herkoms daarvan, maar ongelukkig het ons nie 
besliste sekerheid daaroor nie. Die lewende nasate van 
luitenant-kommandeur Jan Valkenburg, wat onder 
admiraal Lucas in bevel van ’n viooteenheid gedien het 
terwyl die Hollandse vioot in 1796 in Saldanhabaai 
vertoef het om die Engelse besettingsmagte uit die Kaap 
te verdryf, maak daarop aanspraak dat Valkenburg 
hom later hier gevestig, en °*n soort liefdadigheids- 
hospitaal vir kranksinniges en skeurbuiklydendes gestig 
het, waaruit die huidige sielsiekehospitaal sou gegroei 
het, wat ook dan na hom sou vernoem geword het. Dis 
egter “n mooi familielegende sonder *n sweem van 
werklikheid. Drie-kwart eeu voor die Engelse besetting, 
en dus voor It.-kmdt. Valkenburg se tyd, het die plaas 
reeds sy huidige klankryke naam gehad en die hospitaal 
is eers ongeveer 80 jaar na sy tyd gestig. 

Graham Botha skryf: ,Twee eeue gelede was dit in 
die besit van Cornelis Valck, na wie dit ongetwyfeld 
vernoem was. Daaropvolgende eienaars was Gysbert 
la Febre,....°* Die landmeter-generaal se aktes toon 
dat die toekenning inderdaad in 1721 ten gunste van 
Cornelis Valck gemaak was. Dit word beskryf as 
gzrond geleé aan die Liesbeekrivier’, sonder om dit ’n 
naam te gee; maar die volgende jaar, 1722, gaan dit oor 
na la Febre, en toe word dit Valkenbergh genoem, 
die eiendomme van Cornelis Valck’.4 Dit was dus 
hoogstens °n jaar in Valck se besit. 

Die vroegste plekname het uiters selde die een ol 
ander persoon verheerlik, maar was inteendeel byna 
sonder uitsondering pittige beskrywings of aanwysings 
om die plek uit te ken, soos Rondebosch, Liesbeek (die 
met gras-begroeide riviertjie), Molendrift, Koornhoop, 
ens. Verder het die heuwels en berge van hul nuwe tuiste 
die vroegste nedersetters uit die laagliggende Nederlande 
hoogs geimponeer, en hulle het nooit nagelaat om selfs 
vir nietige, lae heuwels die agtervoegsel ,berg’ in hulle 
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plekname in te lyf nie, en Valkenberg is juis op so ’n 
heuwel of hoogte, ongeveer so hoog soos die Koeberg, 
geleé. Verder was hulle lief om die naam van ’n dier 
as voorvoegsel met ,berg’ te verbind soos in Koeberg, 
Muisenberg, Tygerberg, Dassenberg. Vermoedelik 
moes daar valke op die berg tussen die Swart- en die 
Liesbeekrivier geboer het om op muise en voéltjies in 
die landerye langs die rivier te prooi, en die tradisionele, 
geliefkoosde verbinding van dier en berg is voor die 
hand liggend. 

In daardie jare was Valck °n familienaam wat dikwels 
voorgekom het. Daar was ook Valkeniers, Valkenburgs, 
Valkenhagens, maar Valck was die algemeenste. Hulle 
was egter doodgewone burgers. Indien nie ongeoorloof 
en iets ongehoords nie, sou dit bepaald teenstrydig met 
die gebruike en gees van die tyd gewees het om ’n plek, 
by uitstek ’n geografies-imponerende plek, na ’n gewone, 
alledaagse familienaam te vernoem. Soiets was °n eer 
wat net ’n goewerneur, en dit nie eens almal nie, toege- 
kom het. Ons mag vermoed dat die assosiasie van valk 
en berg sterker na vore gedring het deur die toeval dat 
die bewoner van die eiendom sigself ’n dier se naam 
gehad het, en ons mag miskien veronderstel dat die 
benaming grotendeels ’n uiting van die volk se humorsin 
was om daarmee op die dubbele betekenis van die 
voorvoegsel te sinspeel. 

Daar is ander oorweginge wat ons nie ten gunste van 
Cornelis Valck as die enigste of hooffiguur by die 
benaming van die plaas stem nie. As Valck se opstal 
bo-op die heuwel gestaan het, sou daar sterker aanleiding 
tot die vermoede bestaan het dat dit alleenlik die eienaar 
se naam was wat met ,berg’ verbind was, maar die 
vroegste kaarte dui die opstal ongeveer aan die voet 
van die helling aan. Verder is daar onsekerheid of Valck 
wél die berg besit het. Dit is moontlik dat hy slegs die 
besproeibare, laagliggende grond naby die watervore 
besit het, want hierdie deel beslaan ongeveer 30 morg, 
en die toekenning aan Valck in 1721 beskryf dit dan 
ook as 30 morg, terwyl die hele eiendom tussen die 
twee riviere immers 80 morg is. Ten slotte nog, in die 
landmeter-generaal se aktes word die eienaar se naam, 
met ’n ,c’ geskryf, terwyl die pleknaam daarsonder is. 

By gebrek aan beslissende bewyse, en om aan nog 
Valck ndOg valk onreg te laat geskied, mag dit ons 
geoorloof wees om provisioneel aan te neem dat hierdie 
mooi historiese naam sy ontstaan aan so ‘’n dubbele 
sinspeling te danke kon gehad het. 


AANKOOP VAN EIENDOMME VALKENBERG 


In 1881 het die Koloniale Regering *n plaas gesoek 
waarop ’n verbeteringsgestig vir jeugmisdadigers opgerig 
kon word, ten einde hulle van volwasse misdadigers af 
te sonder. Mnr. William Porter, prokureur-generaal 
van die Kolonie, het vir hierdie doel £20,000 in sy 
nalatenskap bemaak. Valkenberg, toe nog in twee 
verdeel, was geskik omdat dit tussen twee riviere geleé 
was, naby die Mowbray-polisiestasie, en omdat ’n water- 
Voor al langs die Liesbeek deur die laagliggende deel van 
die plaas gevloei het. Op 20 Julie 1881 is beide dele aan 
die regering oorgedra, die een plaas, 34 morg 449 vk. rd. 
van ene Hendrik Pieter Mller teen £1,500, en die ander, 
49 morg 380 rd. van William Good vir £6,000. Good 
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het slegs 10 maande tevore £4,500 daarvoor betaal. 
Op hierdie deel het die opstal gestaan. Op 16 April 1936 
het die Unieregering nog ’n erf, *n onderdeel van die 
historiese plaas Moolenvliet, 2 morg 406 rd. geleé aan 
die suidwestelike hoek van die eerste twee plase en 
grensende aan die Liesbeek, vir £3,075 aangekoop van 
ene Andries John Pickard. Op hierdie grond is nooit 
gebou nie. Op 27 Maart 1939 het die regering 
2,500 vk. vt. aan die suidelike grens vir £87 10s. aan 
die Kaapse stadsraad verkoop, en op 9 Januarie 1930 
nog 378 vk. rd. 49 vt. geleé aan die noordelike grens 
tussen Valkenberg en die koninklike sterrewag, aan 
die stadsraad geskenk om as deurweg tussen Obser- 
vatory en Maitland te dien. Die pad is tot vandag toe 
nog nie gebou nie. Dit mag vermeld word dat al hierdie 
grond, inlsuitende °n groot deel van die koninklike 
sterrewag, voorheen aan die familie Mostert behoort het 


OUDE MOLEN 


Oorkant en oos van die Swartrivier was die plaas Oude 
Molen. Die ou meul bestaan nie meer nie, maar die 
oorspronklike opstal—waarin die Zoeloe-koning, Ceta- 
wayo, as krygsgevangene aangehou was—was groot, 
en word vandag nog gebruik om pasiénte te huisves. 
Noord van, en grensende aan Oude Molen, was die 
plaas Nieuwe Molen, waarop vandag die Maitland 
tuindorp vir nie-blankes, asook die Alexandra-Inrigting 
vir swaksinniges, staan. 

Oude Molen, so genoem om dit te onderskei van 
Nieuwe Molen, wat gedurende 1780, en Mostertmeul 
aan de Waalweg wat gedurende 1796 voltooi is, staan 
op ’n baie ou eiendom waarop sedert vroeé dae ’n staats- 
meul gestaan het, omdat dit gerieflik teen die helling 
geleé was, naby twee fonteine en naby die grootpad 
vanaf die kasteel na Uitvlug. Die pad het deur Valken- 
berg geloop. Die oorspronklike eiendom was maar 
5 morg 599 vk. rd. In 1802 is nog 17 morg 269 rd. 
bygevoeg, en toe het dit in privaatbesit oorgegaan na 
Turriaan de Vries, toe die burgersenaat al sy windmeulens 
verkoop het. Dit het tot by die Zoute Rivier gestrek, 
vandag die Swartrivier genoem om dit te onderskei 
van die eintlike Soutrivier,—die laer gedeelte van die 
Vissershok- en Dieprivier wat sy oorsprong in die 
berge tussen Malmesbury, Riebeekwes en Riebeek- 
Kasteel het, en vroeér by Milnerton verbygevloei het 
om naby Papendorp by Fort Knokke in die see te mond, 
en wat heel vroeg, in 1601, die Jacqueline genoem was. 
Hierdie plasie het ’n hele reeks besitters gehad, totdat die 
Unieregering dit op 30 Desember 1880 oorgeneem het 
om Cetawayo in die ou familiehuis te huisves. Die 
regering was in verleentheid gestel deur plaaslike en 
oorsese agitasie teen sy aanhouding in die kasteel waar 
hy na bewering gekwyn het en gevaar geloop het om 
onder te gaan. Oude Molen was ’n geskikter plek omdat 
hy daar vryer kon rondbeweeg.® Toe Cetawayo na 
Natal teruggeneem is, het die regering die plaas weer 
aan ene David McKenzie verkoop, maar dit finaal 
weer vir £5,500 op 29 Julie 1912 van McKenzie se 
bankrotboedel teruggekoop. Die omliggende meent is 
bygevoeg en die totale grond, 27 morg 451 vk. rd., was 
bestem om die Valkenberg-hospitaal uit te brei. 

Die kroongebied, Moolendrift, al langs die oewers 
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van die Swartrivier geleé, ongeveer 10 morg groot, is 
ook ingelyf, sodat die totale eiendom dus !24 morg 
90 rd. 51 vk. vt. groot vir £16,000 aangekoop was. 
Maar die oorspronklike deel tussen die twee riviere, 
wat vir die Porter-Verbeteringsgestig aangeskaf was, 
was slegs 84 morg 229 vk. rd. en het £7,500 gekos. 


HEMEL EN AARDI 


Sewentien van die 36 pasiénte wat op die eerste dag tot 
Valkenberg toegelaat is, het van die sielsiekegestig op 
Robbeneiland gekom: mettertyd het al die sielsiekes 
van die eiland na Valkenberg verhuis, sodat met reg 
beweer kan word dat laasgenoemde sy ontstaan in 
eersgenoemde het en maar ’n voortbestaan daarvan is. 

Maar die gestig op Robbeneiland het op sy beurt weer 
enersyds in Ou Somerset-hospitaal gewortel en ander- 
syds in Hemel En Aarde, die kolonie vir melaatses aan 
die mond van die Onrusrivier, langs die pad oor Shawpas 
tussen Caledon en Hermanus. Dit is in 1814° deur 
die kollege van landdros en heemrade in Swellendam 
gestig, wat aanvanklik ‘n plek vir die eerste pasiénte 
gehuur het. Toe die aanwas te groot geword het, het die 
landdros die plaas Hemel En Aarde van die familie 
van een van die pasiénte, Sanna Niemand gekoop om in 
1817 daar ’n nedersetting te stig. Op 21 Januarie 1823 
was daar 150 siele, waarvan die meeste melaats was. 
Dit was die pasiénte geoorloof om hul gesinne by hul te 
hou, besoekers te ontvang en besoeke te gaan aflé. 
Trouens, daar was nog geen wet om verpligte afsondering 
van besmetlikes te bewerkstellig nie. Dr. O’Flinn was 
die eerste mediese superintendent, ‘n betrekking wat op 
*n tydstip deur die welbekende dr. James Barry’ beklee 
was. Kleiner soortgelyke nedersettings het in ander 
dele van Kaapland ontstaan, soos die een naby Uiten- 
hage in 1839%, waar armlastiges ook gehuisves was. 
Vroeg in 1846° is die nedersetting Hemel En Aarde na 
Robbeneiland oorgeplaas ten einde hulle volgens Theal 
daar beter te versorg. en die risiko verbonde aan hul 
verkeer met gesonde mense te vermy. 


OU SOMERSET-HOSPITAAI 


Neéntien, die res van die eerste 36 pasiénte om by 
Vaikenberg ingeskryf te word, was direk van Ou Somer- 
set oorgeplaas en mettertyd 1s al die sielsiekes dan ook 
na Valkenberg verplaas, sodat laasgenoemde direk in 
Ou Somerset wortel, sowel as indirek via die Robben- 
eiland-gestig. 

Om misverstand te voorkom of selfs daar waar dit 
reeds bestaan uit die weg te ruim, moet daarop gelet 
word dat nie die huidige Somerset-Hospitaal, eertyds die 
Nuwe Somerset genoem, en sigself °n uitspruitsel van 
Ou Somerset, bedoel word nie. Van laasgenoemde se 
oorspronklike geboue is daar geen oorbiyfsels nie; 
dit is gesloop om plek te maak vir die groot magasyn van 
die provinsiale administrasie wat tans op die oorspron- 
like perseel, begrens deur Alfred-, Prestwich-, Chiappini- 
en Hospitaalstraat, verrys. 

Vanaf die geboorte van die volksplanting aan die 
Kaap was daar altyd hospitaalvoorsiening, maar dit 
was steeds ’n marine of militére hospitaal. Van Riebeeck 
s’n was ’n primitiewe rietdakgebou, maar van der Stel 
het ’n groot kruisvormige hospitaal met 500 beddens 
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in die Heerengracht reg teenoor die kompanjietuine 
opgerig.’"” In 1768 is ’n nuwe hospitaal, die Groot 
Barakke nader aan die kasteel gebou."” Die oorblyfsels 
is in 1903 gesloop om plek te maak vir die tegniese 
kollege en nuwe publieke kantore. 

Maar tot die jaar 1816 toe dr. Samuel Bailey een gestig 
het, was daar geen burgerlike hospitaal aan die Kaap me. 
Dr. Henry Bickersteth, die geneesheer-bestuurder van 
die Somerset-Hospitaal, verstrek die besonderhede 
aangaande dr. Bailey se onderneming, in die eerste 
Dit was in 
1855, verteenwoordigende regering is die vorige jaar 
ingestel, en vir die eerste keer moes jaarverslae oor die 
hospitale en gestigte deur hul superintendent ingedien 
word om aan die huis voorgelé te word. 

Dr. Bickersteth—op een muur van die voorportaal 
van die huidige Somerset-Hospitaal is *n marmerplaket 
met Latynse bewoording tot sy nagedagtenis aangebring, 
en ‘n ander een vir dr. Bailey op die muur reg teenoor— 
meld dat dr. Bailey *n vlootdokter was wat hom in 
1816 in privaatpraktyk aan die Kaap kom vestig het. 
Die groot gebrek aan °n asiel, veral vir siek en daklose 
seelui het hom beweeg om by die burgersenaat aansoek 
te doen om die toekenning van ’n perseel, waar hy op 
eie risiko en onkoste ‘n hospitaal laat bou het, wat in 
1818 voltooi-en na die goewerneur van die tyd, Lord 
Charles Somerset vernoem. Dit het aan die begraafplaas 
gegrens, maar ijater het Prestwichstraat ’n skeiding gebied. 
Bailey het dit self tot 1822 bestuur toe geldelike moeilik- 
hede, deur die bouaannemer veroorsaak, hom verplig 
het om dit teen °n verlies aan die burgersenaat vir 
£4,500 af te staan. In 1828 is dit deur die koloniale 
regering oorgeneem, daar is aangebou en die nuwe deel 
word toe die Nuwe Somerset genoem. 

Dit was toe °n redelike groot gebou, 350 voet in die 
vierkant, maar dit was van sulke minderwaardige 
boustof dat dele daarvan in 1855 lankal reeds bouvallig 
was en gesloop is. Op 23 April 1856! is dit teen £5,000 
gewaardeer, en in 1859-62 word ’n splinternuwe dubbel- 
verdiepinggebou °n endjie verder, nader aan die seefront 
opgerig. Dit, die huidige Somerset-Hospitaal word toe 
Nuwe Somerset genoem, en die vorige een, Ou Somerset. 

Om en by die tyd toe Ou Somerset gestig is, het ander 
geskiedkundige plekke, soos die publieke biblioteek, 
die museum, die drosdy op Worcester, die vuurtoring op 
Groenpunt,—die eerste in Suid-Afrika,—en die eerste 
bergpas—die een by Franschhoek hulle ontstaan gehad. 
Verder was dit die tyd toe die Britse setlaars hier aan- 
gekom het, en toe die eerste stoomboot in Tafelbaai 
aangedoen het. 

Ou Somerset was ‘n pioniershospitaal wat op verre 
na nie aan hedendaagse vereistes sou beantwoord nie, 
met allerhande eienaardighede wat insiggewend is, nie 
slegs vir hospitaalbediening van daardie tyd nie, maar 
ook vir die mediese standaarde. Om slegs twee te noem 
wat by uitstek op ons onderwerp betrekking het: 
ofskoon dr. Bailey slegs een geneeskundige assistent 
gehad het, moes hy daarbenewens sy eie privaatpraktyk 
behartig, en was hy geneesheer aan die breekwater- 
tronk, aan die inentingskliniek en aan die koninklike 
vloot, en was hy hoof van ’n gestig vir oud-slawe wat 
ongeskik vir indiensneming was. Verder kan ons ons 
beswaarlik ‘n meer heterogene versameling gevalle in 
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een inrigting voorstel, want benewens gewone siekte- 
gevalle was daar oues van dae en daklose armilastiges, 
melaatses, kriminele en gewone sielsiekes, imbesieie 
en idiote, veneriese en ander besmetlikes,—mans, 
yroue en kinders van alle rasse. Volgens hedendaagse 
standaarde was dit beswaarlik ’n hospitaal, maar eerder 
*n onderdak vir allerhande hulpbehoewendes wat nie 
elders "n heenkome kon vind nie, anders as in boge- 
noemde gestig vir oud-slawe of die tronk net oorkant 
die pad of die een op Robbeneiland. 


ROBBENEILAND 


Die bande wat selfs die algemene hospitale, maar by 
uitstek die sielsiekehospitale, aan die tronke gesnoer 
het, was baie stewig, nie slegs in Suid-Afrika nie, maar 
in gelyke mate dwarsdeur die beskaafde wéreld. Dit 
wortel ver terug in die geskiedenis en het lank geduur 
om te verbreek. In die vorige eeu het hierdie verhouding 
sy einde genader, ofskoon dit ‘n ideaal is wat nog nie 
volkome verwesenlik is nie. Ons kan nie op die interes- 
sante besonderhede, die grondliggende faktore en die 
historiese verloop van hierdie wisselverhouding tussen 
gevangenis en hospitaal ingaan nie, maar dit verdien 
gemeld te word dat dit nie blote toeval was nie dat 
Victoria-Hospitaal in Wynberg, wat op 25 Junie 1888 
geopen is, naby *n tronk opgerig is. Dit was ook aie 
toevallig nie dat Ou Somerset net oorkant die pad, reg 
teenoor die breekwatertronk gestaan het, of dat Valken- 
berggestig naby die Mowbray-polisiestasie, in die deur 
jeugmisdadigers ontruimde geboue intrek moes neem. 

Vanaf vroeé jare was Robbeneiland, wat eers Corne- 
lia-eiland genoem was, deur misdadigers bewoon. 
In 1610'* is 10 misdadigers uit Londen daarheen verban 
om die skape wat daar agtergelaat was te versorg, en 
aandoenende skepe van vars voorrade te voorsien. 

Weens sy gesonde klimaat het die eiland gedurende die 
vroegste jare van die volksplanting aan die Kaap as ’n 
vakansie- en herstellingsoord gedien, ’n onderskeiding 
wat dit tot 1885 nog geniet het toe 80 aan skeurbuik lyden- 
des van Kimberley-Hospitaal, destyds die toonaangewen- 
de hospitaal van Kaapland, met welslae daarheen gestuur 
was om te herstel."! 

Maar omdat ontsnapping moeilik was, was dit by 
uiinemendheid °n plek vir gevangenes, nie slegs vir 
misdadigers nie, maar ook vir krygsgevangenes. Gewone 
misdadigers moes in die steengroewe leiklip breek en 
kalk brand vir bouwerk op die vasteland. In 1884 was 
daar 64 blanke en 131 nie-blanke bandiete.’> Die 
volgende jaar het die getalle na 50 en 91 onderskeidelik 
gedaal, omdat kragtens ordonnansie 8 van 1843 alle 
bandiete van Kaapland van die tyd af in een van 4 
groot ploeé aan publieke paaie moes gaan werk. Inge- 
Volge is in 1846, gedurende die regering van Sir Peregrine 
Maitland, al die bandiete van Robbeneiland verwyder 
om die pad vanaf Maitland oor die Kaapse Vlaktes na 
Klapmuts en daarvandaan na Stellenbosch aan te 1é, 
en die Montagupas te bou. 

In later jare is daar weer ’n uitplasingstronk, onder- 
horig aan die breekwatertronk, geopen vir bandiete 
om met die werk van die gestig te help. In 1889 was 
daar dus 42 bandiete wat die Departement van Publieke 
Werke behulpsaam was by die oprigting van nuwe 
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geboue vir die groter getalle melaatses wat verwag was. 

Vanaf 10 Februarie 1846, met die aanstelling van dr. 
John Birthwhistle as eerste geneesheer-bestuurder, kon 
melaatses opgeneem word, en vanaf 1 Januarie 1847 
was die gestig oop vir sielsiekes, "n begrip wat ook idiote 
en imbesiele behels het, sowel as vir hulpbehoewende, 
verwaarloosde kinders en chroniese siekes, wat ook 
oues van dae en armlastiges behels het. In alle gevalle 
is mans en vroue, blank en nie-blank opgeneem. 

Om die ontwikkelingsgeskiedenis van die gestig op 
Robbeneiland in die kleiner besonderheid te skets is nie 
ter sake nie. In die tydperk tot ongeveer 1888 was die 
vordering gering. Die tronk is in 1845 ontruim en die 
pasiénte het hul intrek in die geboue geneem, alvorens 
dit in ’n geskikte hospitaal omgeskep is. 

Eers 44 jaar later het die verskuiwing van almal, 
met die uitsondering van melaatses en nie-blanke siel- 
siekes begin. Eers in 1888-89 is in alle erns met doel- 
matige bouprogramme begin, maar in die tussenperiode 
is slegs kleiner werke onderneem, hier en daar is ’n 
vloer hernu, *n kamer of enkelselle aangebou, of vensters 
ingebou. 


DIE OORGANGSPERIODI 


Die tydperk 1862-91 kan bes gekenteken word as die 
oorgangsperiode na die moderne tyd, wat met die 
stigting van die Valkenberg-Sielsiekehospitaal ingelui is. 
Dit was ’n tyd van gisting, suiwering en opruiming 
iets wat noodsaaklik was onder die omsiandighede, 
voor daar met doelmatige beplanning vir die toekoms 
*n aanvang gemaak kon word. 

Die oprigting van Nuwe Somerset in 1862 het vir 
hierdie hospitaal sowel as vir Ou Somerset ’n suiwerings- 
proses ten gevolge gehad. Eersgenoemde het gaandeweg 
die karakter van ’n algemene hospitaal volgens moderne 
opvattings aangeneem. Weliswaar, is veneriese gevalle 
nog soos voorheen toegelaat, in 1871 is pokkegevalle 
nog opgeneem, en dit was eers om en by 1884-87 dat 
die algemene hospitale begin besef het dat afsonde- 
ringsgeriewe vir besmetlike gevalle verskaf moes word. 
Eers in 1888 is daar in Kaapstad ’n afsonderlike hospitaal 
vir veneriese gevalle geopen, en maak die superinten- 
dent van Nuwe Somerset in sy jaarverslag nog beswaar 
teen die aanwesigheid van gevalle van masels, witseer- 
keel, skarlakenkoors en ingewandskoors in ’n algemene 
hospitaal, en in dieselfde jaar het die Provincial-Hospi- 
taal in Port Elizabeth nog 17 teringgevalle, 41 gevalle 
van ingewandskoors en ’n groot aantal sifilisgevalle 
opgeneem. 

Verder was daar nog nie besliste helderheid oor die 
vraag waar akute gevalle van sielsiekte tuis hoort nie, 
en baie is nog in Nuwe Somerset sowel as in die ander 
algemene hospitale van Kaapland opgeneem. Onhan- 
teerbare en chroniese gevalle is gewoonlik na Ou Somer- 
set, en by voorkeur na Robbeneiland oorgeplaas. 

Maar afgesien van die aanwesigheid van sulke be- 
smetlike en kranksinnige gevalle, kon Nuwe Somerset 
om en by die jaar 1891 redelik volle aanspraak maak op 
die naam van algemene hospitaal, alhoewel nie juis 
die grootste in Kaapland nie. 

Gelyktydig het Ou Somerset na 1862 ’n parallelle 
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suiwering en opruiming deurgemaak, deurdat dit die 
gestig uitsluitlik vir oues van dae, armlastiges, chroniese 
siekes, sielsiekes, melaatses, idiote en imbesiele geword 
het. Gerieflikheidshalwe kan hulle as chroniese siekes, 
sielsiekes en melaatses ingedeel word. 

As gewone gevalle van siekte na 1862 nog opgeneem 
was, dan was dit alleenlik uitsonderlik, soos in 1867, 
toe Nuwe Somerset gedurende ’n epidemie oorlopend 
vol was van gevalle met ingewandskoors, en 585 in 6 
maande daar opgeneem is. 

Daar kon derhalwe op ’n mate van vordering aan- 
spraak gemaak word, en nog meer bemoedigend was 
die feit dat die vooruitgang nie hier gestuit het nie. 
Die suiwering het voortgeduur, en die volgende stadium 
was om geleidelik die melaatses af te skud deur plek op 
Robbeneiland vir hulle in te rig. 

In 1882, 20 jaar later, was daar dus slegs 10 vroulike 
melaatses nog in Ou Somerset oor. Meer as hierdie 
getal was opgeneem, maar hulle is altyd so spoedig as 
doenlik oorgeplaas. Vanaf 1887 is hulle nog opgeneem, 
maar uitsluitlik in transito. So het dit nog geruime tyd 
voortgeduur en ons vind dat daar in 1891 nog 34 melaat- 
ses deur Ou Somerset opgeneem is, wat nogal ’n klein 
getal vergeleke met die in later jare is. 

Na die totstandkoming van Nuwe Somerset in 1862, 
toe Ou Somerset die aard van ’n chroniese sieke sowel as 
sielsiekegestig aangeneem het, is daar wat hospitaal- 
voorsiening vir afwykendes aanbetref vordering gemaak, 
ofskoon onvoldoende vir die vereistes van die tyd. 
In die nagenoeg 30 jaar voor die verhuising na Valken- 
berg, is daar aangebou, sodat die getal chroniese siekes 
met 110 kon styg (van 57 tot 167), terwyl die sielsiekes 
met 61 toegeneem het (van 49 tot 110). Teen die einde 
van 1890 het Ou Somerset dus 277 gevalle gehuisves. 
Die grootste aanwas was ten opsigte van die chroniese 
siekes. In 1889 is daar nog vir 17 bykomende chroniese 
siekes aangebou, sodat dit toe duidelik was in watter 
rigting Ou Somerset se toekoms gelé het. 

Robbeneiland het andersyds gaandeweg ’n deel van sy 
chroniese siekes afgewerp, om in die rigting van ’n 
sielsickehospitaal sowel as melaatsegestig te ontwikkel. 
So vind ons dat in die tydperk 1854-90 die getal siel- 
siekes aldaar met 124 toegeneem het (van 101 tot 225), 
en die melaatses met 45 (van 60 tot 105)—’n gesamentlike 
toename van 169—terwyl die chroniese siekes met 
47 gedaal het (van 116 tot 69). Selfs 2 jaar voor die 
verskuiwing begin het, het Robbeneiland nog vir 21 
bykomende sielsiekes en 19 melaatses voorsiening 
gemaak. 

Om en by 1888 was die bedoeling dus dat Robben- 
eiland in alle erns as ’n gestig vir sielsiekes en melaatses 
moes bly voortbestaan. In sy jaarverslag vir 1889 meld 
die nuwe geneesheer-bestuurder dan ook dat nuwe 
voorsiening vir melaatses in aanbou was, en dat hulle 
hul eie leke-superintendent gekry het, maar hy opper 
besware teen die chroniese siekes; hulle sou lastig en 
onbevredigend in hul gedrag wees, daar was nie behoor- 
like huisvesting vir hulle nie, en hy spreek die hoop uit 
dat hulle te geleéner tyd van die eiland sou verwyder 
word. Kort hierna is die 17 vroulike chroniese siekes 
dan ook na die chroniese siekeafdeling van die gestig 
op Grahamstad oorgeplaas, en hulle plekke deur ban- 
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diete gevul, met die doel om op groot skaal aan te hoy 
vir melaatses. 

Teen die einde van 1880 was daar dan in die Robben. 
eilandgestig 225 sielsiekes, 69 chroniese siekes, 105 
melaatses—altesaam 399—benewens 95 bandiete. Die 
gevalle in Ou Somerset hierby gereken, lewer 335 
sielsiekes, 236 chroniese siekes, 105 melaatses—’n groot- 
totaal van 676 gevalle in die twee gestigte. 

Daar kon wel sprake van langtermyn vordering wees, 
maar gedurende die 20 jaar voor die begin van die ver- 
huising na die vasteland was die vordering gering. 
Robbeneiland wat by uitstek die gestig vir sielsiekes in 
die Westelike Provinsie was, het feitlik stilgestaan, 
Die getalle het met slegs 26 toegeneem, en selfs hierdie 
aanwas was maar 2 jaar voor die verskuiwing deur 
bykomende huisvesting moontlik gemaak. In dieselfde 
tydperk het Ou Somerset se sielsiekes ook slegs met 
32 toegeneem. 

Klaarblyklik het iets geskeel, want in die 10 jaar, 
1881-90, het die getalle van die veel jonger sielsieke- 
gestig op Grahamstad meer as verdriedubbel. 


GRAHAMSTAD 


Die Grahamstadse gestig—vandag Fort England-Hospi- 
taal—tesame met sy anneks op Port Alfred—vandag 
Kowie-Hospitaal genoem—het afsonderlik van die twee 
gestigte in die Westelike Provinsie ontwikkel, en maak 
tans vir ongeveer 1,500 pasiénte! voorsiening. Dit is 
in September 1875 geopen, en teen die einde van die 
jaar het dit 20 pasiénte gehad; dus ook ’n heel beskeie 
begin, maar dit het gestadiglik uitgebrei; dikwels is aange- 
bou, en 15 jaar later, in 1890, 2 maande voor Valkenberg 
geopen is, het dit 178 sielsiekes en 106 chroniese siekes, 
*n totaal van 284 blanke en nie-blanke, manlike en 
vroulike pasiénte gehad. 

Die anneks op Port Alfred is op 8 Augustus 1889, 
18 maande voor Valkenberg geopen. Die geboue was 
die oorspronklike gevangenis, wat in ’n redelik geskikte 
sielsiekehospitaal omskep was. Dit was vir ongeveer 
100 chroniese sielsiekes, uitsluitlik oorplasings van 
Grahamstad,'® bedoel, ’n funksie wat dit vandag nog 
behou. Teen die einde van 1890 het Port Alfred 82 
pasiénte gehad, sodat daar in die Oostelike Provinsie 
vir 260 sielsiekes en 106 ander chroniese siekes in die 
kranksinnigegestig voorsiening gemaak was tydens die 
begin van die verhuising van Ou Somerset en Robben- 
eiland. 

Grahamstad het stadig maar seker vooruitgegaan, 
onderwyl Robbeneiland stilgestaan het; nie omdat 
die Oostelike Provinsie voorkeur geniet of meer siel- 
siekes gehad het nie, maar omdat die Westelike Provinsie 
met probleme te kampe gehad het wat doelmatige 
beplanning en uitbreiding gestrem het. Robbeneiland 
en Ou Somerset het in ’n welsand verkeer, en daar was 
niemand om rigting en leiding te gee nie, want niemand 
het regtig insig in die probleem gehad nie; en indien 
iemand wel die nodige insig gehad het, dan was daar 
nog nie ’n liggaam of persoon om hervorming deur te 
loods nie. Die jaarverslae van die geneesheer-bestuur- 
ders, ewemin as die halfjaarlikse inspeksies deur die 
buitemuurse beherende liggaam, het nie deurslagge- 
wende indruk by die regering verwek nie. 
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EKSTERNE BEHEER OOR GESTIGTE 


|. Koloniale Mediese Komitee 

Hierdie komitee, voorloper van die hedendaagse 
Mediese Raad van Suid-Afrika, was die publieke lig- 
gaam wat verantwoordelikheid gedra het vir die open- 
bare gesondheid van Kaapland, in besondere die moeder- 
stad. Die distriksgeneeshere het onder die komitee 
resorteer en vir die platteland gesorg. Die komitee se 
pligte was om, benewens ander openbare gesondheids- 
dienste te behartig, halfjaarliks die 2 hospitale van 
Kaapstad en die Robbeneilandgestig te ondersoek en 
verslae in te dien, om die sertifikate van kranksinnigheid 
wat aan die regering voorgelé is, te ondersoek, en die 
ontslag van individuele sielsiekes aan te beveel. 

2. Besoekers 

Vanaf 1881 was daar ook ’n liggaam bestaande uit 3 
besoekers, die voorloper van die hedendaagse raad wat 
die sielsiekehospitaal moet besoek. Onwillekeurig 
wonder *n mens by die deurlees daarvan, hoeveel aan- 
sien hul werksaamhede en verslae by die regering af- 
gedwing het. Hulle was geneig om tot vervelens toe 
die inrigtings lof toe te swaai met ligsinnige bewoor- 
dings soos, ,The whole Robben Island establishment is 
in very good order’,'’ en om klaarblyklik niks meer 
as die mondstuk van die geneesheer-bestuurder te wees 
nie. 

Die koloniale mediese komitee het vermoedelik net 
so min by die regering inslag gevind; dit is veeiseggend 
dat hulle met die volgende uitlating so te sé geweier het 
om vir 1891 die gewone jaarverslag in te dien: ,Hul 
aanbevelings met betrekking tot hierdie inrigtings, 
sowel as sanitére aangeleenthede, is tot dusver deur 
die regering verontagsaam; hulle beskou dit dus oor- 
bodig om hierdie aanbevelings te herhaal.”"* Hierdie 
aanbevelings was kortliks om meer voorsiening vir 
sielsiekes, en oorplasing van die Robbeneilandgestig 
na die vasteland. 

Die koloniale mediese komitee het nie die toereikende 
invloed, bekwaamheid en dryfkrag besit om die ver- 
eiste leiding te gee of om die rigting aan te dui uit die 
moeras waarin die 2 gestigte hulle bevind het nie. Nie 
traagheid van owerheidsweé nie, maar rigtingloosheid 
te midde van uiteenlopende, wederkerig onversoenbare 
strominge en denkrigtings, gebrek aan insig in die 
srondliggende faktore en gebrek aan leierskap was die 


ABSTRACTS 


R. Levin (1956): Phenoxymethylpenicillin (Penicillin V)—An 
Appraisal. Malay. Pharmaceut. J., 5, No. 3, 1-7 September. 

Phenoxymethylpenicillin* has been demonstrated to possess 
unique properties which according to Spitzy*®: should enable 
penicillin to be administered by the oral route in 75°% of all cases 
which could benefit from therapy with this antibiotic. 

There is substantial evidence that this new oral penicillin has 
been used with success equal to that which might have been 
expected of parenteral penicillin, in the treatment of mild to 
moderately severe staphylococcal, streptococcal and pneumoccal 
infections. Other successful applications are reported and there 


* Phenoxymethylpenicillin (Penicillin V) is supplied by British 
Drug Houses, P.O. Box 372, Johannesburg. 
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oorsake van die langdurige stilstand in die Westelike 
Provinsie. 


3. Inspekteur van Gestigte 

Die regering het die gebrek aan deskundige en gesag- 
hebbende leiding besef, en in 1888 die pos van inspek- 
teur van gestigte geskep wat die voorloper was van die 
huidige pos van kommissaris van geesteshigiéne. Dit 
was ’n verstandige stap. 

Artikel II sal die spesifieke probleme van Ou Somerset 
en Robbeneiland, die verdienste van die inspekteur 
van gestigte behandel, en ’n beeld van die toestande in 
die gestigte bied. 


Graag wil ek my dank uitspreek teenoor professor Ian R. 
Vermooten, kommissaris, van geesteshigiéne, vir verlof om te 
publiseer, mnre. Ken Lomberg, assistent landmeter-generaal, en 
H. R. Sheel, dr. J. A. Mouton, hoofargivaris, en sy personeel, 
en dr. W. Kluge, geneesheer aan Alexandra-inrigting, vir hulp 
van velerlei aard. 
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is every reason to expect similar results in the treatment of all 
diseases normally susceptible to penicillin. In those cases which 
require that a high initial level be attained or maintained, the 
parenteral route will be used, but for subsequent therapy in all 
but the most severe diseases penicillin given by mouth offers many 
advantages. These are especially apparent in the treatment of 
children, dental infections and in prolonged rheumatic fever 
prophylaxis. With the development of a form capable of passing 
the stomach barrier and producing therapuetically reliable blood 
levels this method of administration may well become standard 
practice. Indeed in summarizing the propertes of phenoxy- 
methylpenicillin the British Medical Journal (4/2/56) states, 
with customary reserve, that whilst it may not be the full equivalent 
of the parenteral injection, its convenience and moderate efficiency 
will doubtless earn it wide popularity. 
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POLIOMYELITIS AND PREGNANCY: CASE REPORT OF A BIRTH IN A 
RESPIRATOR DURING THE ACUTE PHASE OF POLIOMYELITIS 


Louis KAPLAN, M.B., B.CH. (RAND) 


Full-time Assistant Physician, Boksburg-Benoni Hospital 


Acute poliomyelitis is no longer an infection restricted to 
infants and children. Indeed, there is evidence, not only 
of an increasing rate of infection in adults, but also 
that a greater proportion of severe cases occur in the 
adult age-group. This changing age-incidence assumes 
even greater importance for women of the child-bearing 
age, since there is evidence that pregnant women have 
an increased susceptibility to poliomyelitis. 

It has been reported by Priddle ef a/.' that the 
susceptibility of a pregnant woman to poliomyelitis is 
3 times that of a non-pregnant woman of child-bearing 
age. Bergquist and Sadler,? Taylor and Simmonds,” 
and Siegel and Greenberg* have all reported a similar 
susceptibility and at the same time indicate that polio- 
myelitis in pregnancy is commoner in the Ist and 2nd 
trimesters but is usually severer in the last trimester. 
Marked residual paralysis and increased fatality rate 
in the last trimester have been reported by Aycock,® 
Gifford and Hullinghorst,6 and Cobb ef a/.’ Experi- 
mentally, Knox’ has shown an increased susceptibility to 
poliomyelitis in pregnant mice. Yet Anderson’ has 
shown that, in animals, oestrogens and progesterones 
have some protective action against the polio virus. 
The tendency for the infection to occur in the Ist tri- 
mester in women carrying a male foetus and in the last 
trimester carrying a female has been observed by 
Aycock.*” Thus the endocrines may possibly influence 
the susceptibility to poliomyelitis. The increase in 
severity of infection during the last trimester may be 
accounted for by other factors such as increased cardiac 
output, blood volume and metabolism. 

At the Boksburg-Benoni Isolation Hospital during 
the year ending June 1956 there were 5 adult European 
female patients and one adult Bantu patient suffering 
from poliomyelitis. Three of these patients (all 


European) were pregnant and in each case the stage of 


gestation at the time of infection was before the 6th 
month. The paralyses were of a mild nature and no 
abortions or other obstetrical abnormalities resulted. 
Nor were foetal abnormalities reported. Since June 1956 
2 adult female patients have been admitted with proved 
poliomyelitis, both being pregnant. One, a mild case, 
is 2 months pregnant. The other was admitted 2 days 
before the expected date of delivery and she suffered 
from a severe poliomyelitis infection with respiratory 
paralysis. It is this case which is reported below. 


CASE REPORT 


Mrs. A.B., a primipara aged 20 years and full-term pregnant, 
was admitted to the Boksburg-Benoni Isolation Hospital at 
8.50 p.m. on 15 November 1956. Her main complaints were 
pain at the back of the neck, headache and backache for the past 
3 days. She had vomited that morning and there was a feeling 
of weakness of the right arm and leg since the day before admis- 
sion 


History. Chicken Pox as a child and measles (morbilli) 2 years 


ago. About 3 weeks ago she suffered from gingivitis, with bleeding 
from the gums. Micturition was normal and bowels constipated. 
The last menstrual period was 10 February 1956 and the expected 
date of delivery 17 November. The patient had visited her private 
general practitioner regularly for antenatal examination and had 
been feeling well until her present illness. 

On examination, the patient was found to be flushed and some- 
what agitated, with a temperature of 100°F and a pulse rate of 
96 per minute. The pulse was of good volume and normal 
rhythm. The cardiovascular system was normal. The blood 
pressure 150/92 mm. Hg. There was slight dyspnoea but 
no cyanosis. A catheter specimen of urine contained albu- 


men ++ but nothing else abnormal. There was no oedema 
present. 
C.N.S. Marked neck stiffness was present and the patient 


could not sit up. The cranial nerves were intact and the swallow- 
ing reflex was normal at this stage. There was, however, weakness 
of both lower limbs, particularly the right, where the quadriceps 
and anterior tibialis muscles were already severely affected. The 
extensor muscles of the right arm were paralysed. 


The reflexes were as follows: 


Right Left 
Biceps 
Triceps 
Abdominal - 
Knee Par om — Saeed 
Ankle : 
Babinski flexor flexor 
Later, none of these reflexes could be elicited. Sensation was 
norma! and there were no cerebellar changes. The cerebrospinal 
fluid findings were as follows: 185 lymphocytes and 50 poly- 
morphonuclears per c.mm. Protein 80 mg.° Chlorides 690 
mg... Sugar 56 mg. %. 

Abdominal examination revealed a uterus at term. The foetal 
heart was heard and the head was engaging. On vaginal examina- 
tion no signs of disproportion were present. The head was almost 
at the level of the ischial spine and could easily be pushed down 
below the spine. The outlet was quite adequate. 

The following morning (16 November), 12 hours later, weak- 
ness of the intercostal muscles, particularly on the right side, 
was noted and the diaphragm was acting poorly. The abdominal 
muscles had become very weak. The poor voice-volume and 
absent cough-reflex, as well as the breath-holding and counting 
tests, all indicated involvement of the muscles of respiration. 
A Drager tank respirator was prepared. 

Later that. day, with further deterioration of respiration, the 
patient was placed in the respirator and the case managed as 
described by the author elsewhere,'® except that no Trendelenberg 
position was employed. With the onset of palatal paralysis and 
inability to swallow, intravenous fluid (10°, dextrose in water) 
was administered at a slow rate. No attempt ‘was made at feeding 
by mouth for the next 72 hours and a careful check was kept on 
electrolyte and fluid balance. Meanwhile, the right lower limb 
had become completely paralysed while the paralyses of the 
other limbs had progressed to a stage where the patient could no 
longer lift them from the bed. Even with the aid of a respirator 
she had increasing dyspnoea and difficulty in talking. The tem- 
perature was raised. Tachycardia was present, and oxygen was 
administered continuously. Retention of urine was present. 


Obstetrical 
Labour commenced a few hours after the patient was placed 


in the respirator. The Ist:stage lasted for 16 hours. According 
to the patient, the contractions were not really painful. Pethidine 


and sedatives were avoided; nor, for that matter, were they re- 
At 12.30 p.m. on 17 November a vaginal examination 


quired. 
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revealed a thin rim of cervix, 4 fingers dilated, with the head 
well applied. The head was just below the level of the ischial 
spines. The membranes had ruptured and the presentation was 
L.O.A. The foetal heart-rate was normal. At 2 p.m., with the 
cervix fully dilated, the dome of the respirator was adjusted so 
as to administer artificial respiration from above, and the body 
of the respirator opened. Under pudendal block (1°, procaine) 
a low-cavity forceps extraction was carried out with comparative 
ease. The patient was incapable of making any voluntary expulsive 
efforts. An episiotomy was not performed, the laxity of the peri- 
neum making this procedure unnecessary. The 3rd stage was short 
and normal with little blood loss. The vagina and perineum were 
examined and found to be intact. Ergotrate was administered. 

The patient showed definite improvement a few hours after 
delivery. The puerperium was uneventful apart from the de- 
velopment of pain in the completely paralysed right lower limb 
the day after delivery. The whole limb was found to be quite cold 
with a marked ‘goose-flesh” appearance. The peripheral pulses, 
however, were easily palpable and equal in volume to those in 
the left lower limb, which remained warm throughout. After 
48 hours the temperature of the affected limb returned to normal 
and the pain disappeared, but the ‘goose-flesh’ appearance per- 
sisted for about a week. Calf tenderness was absent and Homan’s 
sign negative. Polio virus involvement of the autonomic nervous 
system was considered as a possible cause. 

The urine was free of albumen on the 3rd day and has remained 
normal. The blood pressure is now 130/80. No difficulty was 
experienced in drying the breasts, stilboestrol being used. 

The patient was gradually weaned from the respirator after 
3 weeks. At 5 weeks, there is almost complete paralysis of the 
right lower limb and partial paralysis of both arms and the left 
lower limb. The abdominal and back muscles, although improv- 
ing, are still weak. The intercostal muscles show slight improve- 
ment and breathing is mostly diaphragmatic. Although there is as 
yet no explosive cough, the voice volume is improving satisfac- 
torily. Blood tests taken on the 2nd day of the puerperium revealed 
antibodies to all 3 types of polio virus. A polio virus, however, 
has as yet not been isolated from the stool. 

The infant, a female, weighed 5 Ib. 9 oz. at birth and was quite 
normal. Cord blood was collected for serological testing and the 
infant was then immediately isolated from its mother. On further 
examination, no abnormalities could be detected and the infant, 
now 5 weeks of age, is gaining weight on artificial feeding. The 
report on the cord blood collected showed that there were no 
poliomyelitis antibodies to types I and II, with a doubtful result 
for type II. 


DISCUSSION 


The coincidence of parturition with the acute progressive 
phase of poliomyelitis, as in the case just described, 
must be extremely rare. A number of similar cases 
described had already passed the acute phase by the time 
labour commenced, and thus the extent of respiratory 
and other paralysis was known before the commence- 
ment of labour. This was not so in the case of Mrs. A.B. 
It was not known how this acute paralytic poliomyelitis 
infection was to be influenced by labour, whether respira- 
tion would be affected during that period, and whether 
the paralysis would progress to a stage where the patient 
would be unable to assist labour with her voluntary 
expulsive forces. 

_ The only aspect of the history to which some signi- 
ficance might be attached is the gingivitis and bleeding 

gums occurring 2-3 weeks before the present illness. 


The possibility that this condition provided a route of 


entry for the virus, as in tonsillectomy, must be con- 


sidered. 

The raised blood-pressure and albuminuria suggested 
the possible onset of toxaemia of pregnancy, though 
bulbospinal poliomyelitis, may also cause a rise in 
blood pressure from the involvement of the vasomotor 
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centre.!! Saline infusions were therefore avoided and a 
careful check kept on electrolyte and fluid balance 
during the critical period. 

Two courses of management presented. One was 
Caesarean section in an attempt to relieve the patient 
of the strain of labour; the other was to allow labour to 
proceed normally and then assist with forceps at the 
onset of the 2nd stage. Intervention by Caesarian 
section has been advocated, particularly in those cases 
near term and with respiratory involvement.*: ??-!% 
It was considered that labour would further embarrass 
respiration. Strauss and Bluestone* performed a 
classical Caesarian section on a primipara, 35 weeks 
pregnant, who had been in the respirator for a period of 
10 weeks. The infant lived but the mother having sur- 
vived the operation died 8 months later. Palmstierna!® 
describes the case of a mother who died of poliomyelitis 
while being operated upon. The infant survived only to 
develop signs of poliomyelitis with positive cerebro- 
spinal- fluid findings 12 days later. Intra-uterine trans- 
mission was postulated but the relatively late develop- 
ment suggests extra-uterine infection. Others*: '’ have 
advised Caesarean section to save the infant when the 
mother is moribund. Paula Horn'® suggests that a 
Caesarean section might be indicated in bulbospinal 
poliomyelitis with marked respiratory involvement. 

Cobb,’ on the other hand, citing Plass and Oberst’s 
work on respiratory physiology, points out the fallacy 
of Caesarean section in the last trimester. According to 
these physiologists there is, during pregnancy, a pro- 
gressive increase in vital capacity, respiratory rate, 
volume of tidal air, and minute volume of respired air. 
The diminished height of the lung space is compensated 
for by its increase in width. Normally, there is no 
embarrassment caused by or related to pregnancy. 
Respiratory embarrassment stems directly from muscular 
eparalysis. There is no evidence to suggest that proper 
ventilation of the patients in respirators is affected by a 
pregnant uterus near term. Berquist and Sadler,” 
describing 24 cases of poliomyelitis and pregnancy, 
are in agreement with the above view. McCord et al.” 
found that pregnancy did not seriously interfere with 
the respiration of 5 patients who were treated in tank 
respirators. These were all delivered, with assistance, 
in the 2nd stage of labour. Two of them died 8 and 
6 days after delivery. The remaining 3 were gradually 
weaned 6-9 months later. Carpenter et a/.*° report the 
case of a primigravida, 38 weeks pregnant, with acute 
poliomyelitis and respiratory embarrassment, which 
was successfully managed in a respirator. A Pitocin 
infusion and forceps extraction under pudendal block 
resulted in a very short painless labour. Shelokov and 
Habel*! describe the case of a 36-year-old para 2, 
36-38 weeks pregnant, in whom labour commenced 
spontaneously after she had been in a respirator for 
9 days. Labour was short, lasting 4 hours, and was 
assisted in the 2nd stage. 

In the case of Mrs. A.B. it was decided to allow 
labour to proceed normally with forceps extraction 
at the onset of the 2nd stage for the following reasons: 

(a) There is ample evidence that the uterus will 
contract normally after division of the spinal cord as 
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well as of its sympathetic nerve supply.** Thus the Ist 
stage was expected to be normal. 

(5) Vaginal examination indicated that no dispro- 
portion existed and that a forceps extraction at the 
onset of the 2nd stage should present no difficulty. 

(c) It was expected that an episiotomy, which like 
any Operative incision was regarded as an aggravating 
factor, would be aveidable owing to the laxity of the 
affected perineum. 

(d) A Caesarean section with no valid obstetrical 
indication was considered far more dangerous to the 
patient in that the incision and strain of the operation 
was much more likely to spread and aggravate the 
poliomyelitis infection and paralysis. Complicating 
factors such as anaesthesia with intermittent positive- 
pressure ventilation would have to be considered—and 
all this during the acute phase of poliomyelitis. 

As mentioned above, a Pitocin infusion has been 
used to induce as well as to shorten labour in this type 
of case. In the present case a delay in the onset of 
labour until after the acute phase was preferred. Thus 
no immediate induction of labour was contemplated 
and Pitocin was not used. It might have been used had 
the Ist stage been prolonged. 

One gets the impression that the procedure adopted 
reduced the strain on the patient to a minimum. How- 
ever, there is no doubt that both respiration and the 
general condition deteriorated as labour progressed 
and improved noticeably soon after delivery. This 
can hardly be considered a coincidence. Even though 
the pressure of the full-term pregnant uterus on the 
diaphragm, with the patient in the recumbent position, 
may be considered as a cause of respiratory embarrass- 
ment, particularly where the mechanics of respiration 
are already disturbed, this does not explain the deteriora- 
tion during labour and the improvement postpartum 
that occurred in this case. Possible factors explaining 


this are the increased metabolism and oxygen require- * 


ments, and pressure changes within the abdomen 
acting on a partially paralysed diaphragm caused by 
uterine contractions. Breath-holding due to contraction 
of those muscles of respiration still able to function, 
occurs intermittently during uterine contractions (not 
necessarily synchronously with the respirator)—and 
may also be a factor. 

It has been reported* that breast secretions may 
prove troublesome with the patient in the respirator. 
This did not occur in this case, the breasts drying 
rapidly on stilboestrol. Antibodies to the polio virus 
are known to be transmitted in the breast milk but 
the virus itself has never been isolated from breast 
milk.2* The absence of polio antibodies in the infant 
justified, in retrospect, its being isolated from its mother. 
Some authors! ® ?* 2° report that there is no evidence 
to prove that intra-uterine infection occurs; thus all 
infants born of mothers recently infected should be 
immediately isolated. Nevertheless Shelokov and 
Habel”! isolated type-1 polio virus from the placenta 
as well as the rectal ampulla of an infant. Serologic 
follow-up established conclusively that both mother 
and infant had been infected with a type-I polio virus. 
Others?*: © have also reported cases of intra-uterine 
infection. 
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Congenital deformities were not expected with the 
infection occurring so late. Aycock and Ingalls?* have 
stressed the risk of congenital deformities such as occur 
with rubella contracted early in pregnancy. 

In conclusion, it would appear that in the absence 
of obstetrical contra-indications, the acute poliomyelitis 
case with respiratory paralysis complicating pregnancy 
and labour is best managed conservatively with assistance 
at the onset of the 2nd stage of labour. A Caesarean 
section should be performed only if obstetrical indica- 
tions are present. A high priority rating in any polio- 
myelitis vaccination scheme should be given to pregnant 
women. 


SUMMARY 


A case of acute poliomyelitis with respiratory embarrass- 
ment complicating the terminal stage of pregnancy 
and labour is described, and the management of the 
case is discussed. 

I wish to thank Dr. H. Griffiths, Pathologist to the Boksburg- 
Benoni Hospital etc., for his constant encouragement and assist- 
ance, and Dr. W. H. Alkema, Medical Superintendent of the 


Boksburg-Benon Hospital, for permission to use the hospital 
records. 
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ADDENDUM, 28 IANUARY 1957 

A repeat blood-test on the infant at 1 month of age revealed an 
absence of antibodies to all 3 types of polio virus, indicating that 
no silent infection took place. The infant is progressing very 
favourably and is no longer being isolated from its mother who, 
as yet, still has severe paralysis of both lower limbs. 


EXPERIMENTAL BILHARZIASIS IN ANIMALS 


* VL 


EFFECT OF BILHARZIASIS ON GROWTH, REPRODUCTION AND LONGEVITY IN WHITE MICE 


BOTHA DE MEILLON AND SHIRLEY PATERSON 


Bilharzia Natural History Unit, South African Council for Scientific and Industrial Research and South African Institute 
for Medical Research, Johannesburg 


Previous papers in this series have described the changes in 
liver and blood pathology, blood biochemistry, and serology 
following infestation with bilharziasis in animals. The 
objects of the present study are to determine what may be 
called the effects of bilharziasis on the biology of the animal. 
It is easy to demonstrate rather startling lesions in the liver 
and to show impairment of its function as a result of bil- 
harziasis, but how is the normal function, performance and 
behaviour of the animal as a biological unit affected? This 
is what we have tried to assess by using as yardsticks growth, 
fertility, reproduction, ability to rear young, and longevity. 
Experiments using the same technique and designed to 
assess the effect of additional strain, for example protein 
deficiency, have been completed and will be reported on at 
a later date. 


TECHNIQUE 


Young white mice, of a standard strain bred by the Plague 
Research Laboratory of the Union Health Department, 
were weaned when 21 days old, the sexes separated and 
individuals numbered. One week later, i.e. on day 28, the 
mice were mated, care being taken to avoid sibling matings. 
Each pair of mated mice were kept in a separate tin through- 
out the duration of the experiment. On the same day each 
mouse received intraperitoneally a measured number of 
cercariae of an Egyptian strain of Schistosoma manseni. 
This strain has been maintained in Australorbis glabratus 
for some years in our laboratory. 

The mice were weighed at mating and at weekly intervals 
thereafter. The numbers, size and weights of litters at birth 
resulting from these matings were recorded. When 3 weeks 
old, that is on the day of weaning, the size and weight of 
each litter was noted and the young mice removed from 
the box holding their parents. Faeces from each mouse 
were examined for schistosome ova from 6 weeks after the 
day of exposure to cercariae. Mice in whose faeces no ova 
were found were discarded. The mouse boxes, each con- 
taining a pair of mice, were examined daily, except on Sun- 
days, for deaths. 

The mice were divided into the following groups: 

Group I—63 pairs, uninfected controls. 

Group II—65 pairs, each of which received 250 cercariae 

in one dose on day 28. 
* Articles I-V in this series appeared in the South African 


Medical Journal, 1952, 26, 1005; 1953, 27, 950; 1956, 30, 79; 
1956, 30, 611; and 1957, 31, 68. 


Group III—S0 pairs, each of which received 50 cercariae 
in one dose on day 28. 

Group IV—S0 pairs, each of which received 50 cercariae 
on day 28 and a further 200 on day 84. 

The weaning rate, i.e. the percentage of young success- 
fully reared to day 21 by their mothers, was assessed over a 
period of 9 weeks following infection of the parents for 
Groups I. II and III, at which time Group IV, having only 
received its initial infection with 50 cercariae, was com- 
parable with Group III. The weaning rate was further 
calculated for litters born to Groups I, II and IV for the 
period from 9 to 17 weeks after infection. In Group IV this 
represented a period of 9 weeks following the second in- 
fection. It was thus possible to demonstrate a constant 
and comparable weaning rate between these groups up to 
at least the 17th week. Group II was excluded from this 
second calculation because of the high mortality which 
commenced 9 weeks after infection with 250 cercariae. 

The weight increase in males was calculated at 9 weeks 
and again at 17 weeks after infection. No significant differ- 
ence was shown between the mean weights at 9 and 17 
weeks in any one population. 

All results were analysed statistically. Two populations 
were taken to be significantly different for a factor if the 
difference between the means was greater than 3 times the 
sum of the standard errors of the mean. 


RESULTS 


These are summarized in Table I, which is self-explanatory. 
The statistical analysis is shown in the graphs in Figs. 1, 
2 and 3. 


TABLE ! PERFORMANCE OF MOUSE COLONIFS INFESTED WITH S. mansoni 
Group Group Group Group 
/ i W Iv 
Number of cercariae injected nil 250 50 50 + 200 
Number of pairs 63 65 50 50 
Mean number of young per litter 7:5 7-9 7-7 7-2 
Mean weight at birth 1-42 I-3¢ 1-3. 1-62 
Mean weight at weaning 10-S¢g 8-62 79g 922g 
Weaning rate: births from infection to 9 
weeks 95° 56% 83°% 
Weaning rate: births from 9 to 17 weeks 90°, 86% 94% 
Weaning rate: births from infection to 17 
wooks 91° 83% 96", 
Mean weight increase: male parents: infec- 
tion to 9th week IS-Sg. 10-8g. 126g 
Mean weight increase: male parents: infec- 
tion to 17th week 17-S¢g IS-2g. 16-6¢ 
Mean weight: male parents at 9th week post 
infection 30-3 g. 260g. 30-9¢. 
Mean weight: male parents at 17th week 
post infection 32-Sxz 34-Sg. 33-22 
Percentage mortality of parent mice: 9 weeks 
post infection 0% 43% iX% 0°, 
Percentage mortality of parent mice: 17 
weeks post infection 4 87° aw 27% 











| he — 3 a 


‘ 
' 
' 
' 





ml b 





-s ° s 10 S 20 as 1 





Fig. 1. Weight increase of males from day of infection to 
9 weeks later after receiving (a) none, (5) 250 cercariae, 
(c) 50 cercariae. 
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Fig. 2. Weight increase of males from day of infection to 


17 weeks later after receiving (a), none, (b) 50 cercariae, 
(c) 50 200 cercariae. 
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Fig. 3. Weaning rate in (a) uninfected mice from day of 
mating to 9 weeks later, (b) mice which received 250 cercariae, 
calculated from day of infection to 9 weeks later, (c) mice 
which received 50 cercariae, calculated from day of infection 
to 9 weeks later, (d) mice which received 50 + 200 cercariae, 
calculated from 9 to 17 weeks after the first infection. 
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Explanation of graphs in Figs. 1, 2 and 3. 
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CONCLUSIONS 


Table I shows that a single infection with 50 cercariae pro- 
duced a high mortality by the 17th week; but that a much 
higher mortality, already very evident by the 9th week, was 
produced by a single infection with 250 cercariae. The 
mortality in mice exposed to infection with 50 and then 
later with 200 cercariae equalled that in mice receiving 
50 cercariae only, and was much less than in those which 
received 250 cercariae in one dose. This indicates a measure 
of protection conferred by a light initial infection against a 
subsequent heavy one. 

Mice receiving a single dose of 250 cercariae showed a 
smaller weight-gain than those in the other Groups. It is 
also evident that only a single heavy infection has any signifi- 
cant effect on ability to rear young to the weaning day. 

Such criteria as mean number of young per litter and mean 
weight of young at birth or on the weaning day are not 
affected by bilharziasis produced by any number up to 250 
cercariae per mouse. 

The protective value of light initial infection is of obvious 
importance. Work—unpublished—on monkeys in our 
laboratory has similarly shown that the pattern of disease 
produced by a single infection is not faithfully reproduced 
by subsequent re-infections unless the animals are cured 
before re-exposure. It has also been found that a lethal 
number of cercariae can be administered without risk pro- 
vided they are given in divided doses over an extended period. 

In the light of these findings the advisability of administer- 
ing curative doses of antibilharzial drugs to infected popula- 
tions constantly at risk of reinfection merits serious thought. 

For a full and valuable review and discussion of immunity 
in bilharziasis the reader is referred to Newsome (1956). 


SUMMARY 


Experiments with colonies of white mice infected with an 
Egyptian strain of S. mansoni maintained in A. glabratus 
have shown that: 

1. Weight increment and weaning rate decrease and 
mortality increases as the infecting dose increases. 

2. Litter size, weight at birth and weight at weaning are 
unaffected by bilharziasis in the parent mice. 

3. A light initial infection provides protection against a 
subsequent heavier one. 

4. In the light of the work reported, admittedly in animals 
only, the advisability of administering chemotherapeutic 
drugs to populations constantly at risk merits investigation. 


We gratefully acknowledge the constant supply of standard 
mice of known age by Mr. D. H. S. Davis and Miss G. Patzer, 
of the Plague Research Laboratory, Union Health Department. 
Our thanks are also due to Mrs. V. Traill, Miss V. Williams, 
Miss T. Marcus and Mr. E. C. England, of the South African 
Institute for Medical Research and the South African Council 
for Scientific and Industrial Research, for technical assistance 
at various stages over the 2} years it has taken to complete the 
work. 
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SYNCHRONOUS ABDOMINO—THORACIC RESECTION OF THE OESOPHAGUS 


D. J. Du PLessis, M.CH. (RAND), F.R.C.S. (ENG.) 


and 


J. HESELSON, B.A., M.B. (CAPE), F.R.C.S. (ENG.) 


Department of Surgery, Groote Schuur Hospital, Cape Town, and University of Cape Town 


Most surgeons will agree that, if a carcinoma of the oeso- 
phagus can be adequately excised. and an anastomosis per- 
formed below the arch of the aorta, the correct approach 
is through a left thoracotomy or through a thoraco-ab- 
dominal incision. With modern improvements this operation 
is within the capacity of any competent surgeon with the 
necessary facilities. But if the resection has to be at a higher 
level, necessitating a supra-aortic anastomosis, then the 
operation becomes much more difficult and various tech- 
niques have been recommended to improve the exposure. 
The most commonly used method is an extensive left thoracic 
exposure, either by resecting the 4th and the 8th ribs, or by 
excising the 7th rib and dividing the Sth, 6th, 8th and 9th 
ribs. Even by using these methods we have found the opera- 
tion a difficult one. 

Ivor Lewis! recommended a laparotomy (to mobilize 
the stomach), followed a few weeks later by a high right 
thoracotomy (to resect the oesophagus and perform the 
anastomosis). Tanner? combined these two stages into one 
operation with the two incisions performed consecutively. 
In this paper we wish to recommend that the laparotomy 
(with mobilization of the stomach) and the thoracotomy 
(with resection of the oesophagus) be performed simul- 
taneously by two separate teams. 

We have performed this operation on only 3 occasions 
and, although the anastomosis was at the level of the clavicle 
in 2 cases and in the neck in the third, we have had no mor- 
tality, the operation has been much easier than any other 
method we have used, and the functional result in all 3 cases 
has been excellent. The advantages of this operation are 
as follows: 

1. The time taken to perform the operation is significantly 
reduced because the mobilization of the stomach is done 
while the oesophageal resection is in progress. Although 
the duration of an operation is not supremely important, 
it is probably of some value to reduce the time significantly 
for such a long and severe operation in what are usually 
old and depleted patients. 


2. The resectability of the growth and the level of anasto- 


mosis required are established early in the operation. This 
is perhaps not so important if a palliative short-circuit is 
going to be performed in any event. 

3. The synchronous combined thoracic and abdominal 
approaches facilitate the complete mobilization of the 
cardia and abdominal oesophagus. 

4. After the stomach has been displaced into the chest, 
the abdominal operator can ensure that the duodenum 
and pylorus lie without kinking or acute angulation, a 
possible cause for subsequent obstruction if the two parts 
of the operation are performed consecutively. This is an 
important advantage, because one can only judge the ade- 
quacy of the duodenal mobilization once the stomach has 


been pulled up to the required level; a smooth even curve 
is essential for good function. 
5. The patient need not be moved during the operation. 


THE TECHNIQUE 


Two operating teams are used, each consisting of a surgeon, 
an assistant and a theatre nurse. It has been found best 
for the two teams not to be together on the same side of the 
patient; the abdominal team stands on the ventral side and 
the thoracic team on the dorsal side of the patient. To 
avoid confusion in the swab count, the one surgeon uses 
coloured swabs and packs, the other white. 

After anaesthesia is induced, the oesophagus is aspirated 
through an oesophagoscope and antibiotic powder is in- 
sufflated into it. The patient is now positioned on his left 
side with his thorax at 45° to the table and a twist at his 
waist to bring the abdomen as near to the horizontal position 
as possible. He is then well supported by sandbags on both 
sides and strapped down with a strap over the hips. The 
left arm is placed on an arm board and the right arm is 
held in an arm rest as far cephalad as is possible (to help 
in displacing the scapula upwards). 

The table must be one that can be tilted from side to side, 
for this is required later in the operation; hence the care 
taken to have the patient in a stable position. 

The two operators now commence operating simultane- 
ously. The abdominal incision is a long oblique incision 
across the upper abdomen and parallel to the left costal 
margin, for this has been found to afford a better approach 
than a vertical incision. The thoracotomy is performed 
through the bed of the right Sth rib after displacing the 
scapula. 

Both operators now proceed in the usual standard manner 
to mobilize the stomach and oesophagus respectively. The 
abdominal operator must preserve the arterial arcade of 
the stomach based on the right gastric and gastro-epiploic 
arteries, and the duodenum must also be mobilized to 
prevent kinking the duodenum when the stomach is pulled 
up into the chest. Because of the vagotomy which is pro- 
duced, we are uncertain of the need for any drainage opera- 
tion; it is probable that no such operation is required if the 
stomach is draining directly downward. In these 3 cases, 
one was left alone, the other had a pyloro-myotomy and the 
third a Heineke-Mikulicz pyloroplasty; there was no differ- 
ence in the functional result in the 3 cases. 

The oesophageal mobilization is remarkably easy since 
only the azygos vein requires to be cut across to obtain 
complete exposure of the entire thoracic oesophagus. It 
has thus been found that the oesophageal mobilization is 
complete by the time the abdominal operator has reached 
the upper end of the stomach. At this stage, made difficult 
because the liver falls to the left and has to be retracted, the 
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thoracic operator and his assistant go to the assistance of 
the abdominal operator and the table is rotated backward 
to bring the abdomen almost horizontal. This cooperation 
is essential because the abdominal operator works under a 
disadvantage and mobilization of the cardia is virtually 
impossible without it. If the thoracic operator pushes the 
oesophageal hiatus down with one hand in the chest, this 
step is facilitated considerably. 

As soon as the stomach and oesophagus have been com- 
pletely mobilized, the table is rotated as far forward as 
possible. This position makes the anastomosis easier and is 
quite acceptable to the abdominal operator, who now 
only has to close the abdominal incision. 

The anastomosis is made in the usual way and the thoracic 
cavity is drained under water. 

There are 2 possible objections to this technique: 

1. Both surgeons work, for some time at least, at a certain 
disadvantage, but with careful positioning and proper 
cooperation this disadvantage is slight. 

2. The trauma involved may have a serious effect on the 
patient, but in our experience this is not a serious matter 





Fig. 1. Case 1 
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provided adequate blood replacement is maintained, bearing 
in mind that the blood loss is double that which occurs in 
the same time with most major operations. 


CASE REPORTS 
Case | 

R.N., a Native female aged 67, pres: ted with dysphagia due 
to a carcinoma of the oesophagus just below the arch of the 
aorta and 31 cm. from the incisors. Biopsy confirmed the diagnosis 
She was severely emaciated but after preliminary preparation a 
synchronous abdomino-thoracic oesophagectomy was performed 
on 18 October 1956 with an anastomosis just below the clavicle, 
as can be seen on a barium swallow (Fig. 1). 

The post-operative course was uneventful until the 10th day 
when she developed a most severe bilateral acute parotitis, which 
necessitated drainage of both parotid glands and tracheotomy 
(Dr. J. de Villiers). After this she rapidly improved and was 
discharged on 23 November 1956, eating well. 


Case 2 

D.G., a Coloured male aged 73, presented with dysphagia 
due to a carcinoma of the oesophagus shown on barium swallow 
to be at the level of the arch of the aorta (Figs. 2 and 3). At oeso- 
phagoscopy (Dr. P. Maytham) this was seen at 25 cm. from the 
incisors and biopsy confirmed the diagnosis. 
_ His general condition was comparatively good and after pre- 
liminary preparation a synchronous abdomino-thoracic oeso- 
phagectomy was performed on 25 October 1956. It was felt that 
an intrathoracic anastomosis would not allow adequate resection 
of the oesophagus: so a cervical incision was made after bringing 
the right arm back. The oesophagus was brought out into the 
neck, the stomach was brought through the same opening and the 
anastomosis performed in the neck. 





Figs. 2 and 3. Case 2 
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The post-operative course was uneventful and he was discharged 





mg on 14 November 1956, eating well. A straight X-ray of his chest 

sin taken before his discharge shows his stomach passing through 
his right hemithorax into his neck (Fig. 4). 
Case 3 
H.J., a Coloured male aged 39, presented with dysphagia due to a 
carcinoma of the oesophagus shown on barium swallow to be 

due at the level of the trachael bifurcation (Fig. 5). At oesophagoscopy 

’ the (Dr. J. de Villiers) this was seen at 31 cm. from the incisors and 

Osis biopsy confirmed the diagnosis. 

Mm a His general condition was good and after preliminary prepara- 

‘med tion a synchronous abdomino-thoracic oesophagectomy was 

vicle. performed on 6 December 1956, with an anastomosis at the level 
of the clavicle as can be seen on a barium swallow (Fig. 6). 
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Fig. 4. Case 2. 





Fig. 6. Case 3. 


The post-operative course was uneventful and he was dis 
charged on 28 December 1956, eating well. 


SUMMARY 


Three cases are reported on whom a synchronous abdomino- 
thoracic oesophagectomy has been performed. This opera- 
tion is recommended for all cases requiring an anastomosis 
above the arch of the aorta. 

The technique of this operation is described and the 
advantages enumerated. 

No attempt has been made to review the extensive litera- 
ture on oesophagectomy. 





We wish to thank Dr. N. H. G. Cloete, Superintendent of the 
Groote Schuur Hospital, for permission to report these cases. 
We are particularly grateful to Sister P. Ratchford and her staff 
for the efficient theatre organization while we were working 
out the operative details. Dr. T. Vos. of the Department of Anaes- 
thesia was our anaesthetist in all 3 cases and we gratefully acknow- 
ledge his admirable skill. 
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HYDATID CYST OF THE ORBIT DEMONSTRATED BY PNEUMATOMOGRAPHY 


MauRIceE H. 


LuNTZ, M.B., Cu.B. (CAPE Town) 


Department of Ophthalmology, Division of Surgery, Groote Schuur Hospital, Cape Town 


Plain X-ray films of pathological processes in the orbit 
show positive signs only in very advanced cases. This is 
obviously unsatisfactory, and resort has to be had to other 
methods. In pneumatomography air is injected into the 
orbit and then tomograms are taken. The air diffuses into 
the retro-ocular space and outlines any space-occupying 
lesion which shows up at various levels on the tomograms.' 

In 1954, when Dr. R. L. H. Townsend was visiting New 
York, his attention was drawn to the work of Freemond 
and Von Gal on pneumatomography of the orbit.*** The 
opportunity to use the method in Cape Town occurred only 
recently and, as orbital tumours are still uncommon, it 
was thought worth while publishing the following case, in 
which the method proved of great value in arriving at a 
diagnosis and localizing the lesion, and helped to decide 
whether the mass should be approached transfrontally by a 
neurosurgeon or whether the ophthalmologist was justified 
in attempting to remove it by lateral orbitotomy. 


CASE REPORT 


F. de B. a Coloured male aged 17 years, presented at the Eye 
out-patient department of Groote Schuur Hospital on 21 Septem- 





Fig. 1. 





ber 1956. He complained that 6 months previously he was struck 
over the left temporal and frontal area by a heavy wooden rod. 
His eyelids and surrounding skin were swollen for some days 
and when this subsided he noticed a loss of vision in the eye, 
which was also bulging forward. Since then his condition has 
remained static. 

_ He lived in Victoria West and up to the age of 5 years had 
lived on a neighbouring sheep farm. 


Examination 


The boy is a well-built, healthy adolescent 
tion nothing abnormal was found. 

There was an obvious proptosis of his left eye. The tension 
was normal to palpation but the eye could not be pushed back 
into the socket. All movements were moderately limited, especi- 
ally abduction. 

The cornea, anterior chamber and media were clear. 
was marked oedema of the disc with engorged vessels. 
R 6/6, L 6/12. 

The following investigations were carried out: 

1. X-ray of skull and sinuses: No abnormality. 

2. X-ray of orbit: Enlarged left orbit: no bony erosion, no 
calcification and no enlargement of optic foramen noted. 

3. Wassermann test: negative. 

4. Blood examination: normal. 

5. Peripheral fields: normal. 

6. Refraction: emmetropic. 

We were now confronted with a patient who had, we thought, 
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a left retro-orbital tumour which was causing proptosis with 
severe papilloedema and failing vision. 

Air studies were embarked upon and we used the technique 
described by Freemond and Von Gal.! The eye was cocainized 
and 15 c.c. of air was injected rapidly by means of the usual 
retrobulbar injection into the muscle cone behind the orbit. A 
further 2 c.c. was injected outside the muscle cone while the 
needle was being withdrawn. Tomograms were taken in oblique, 
AP. and lateral positions of the head. This was followed im- 
mediately by the usual very marked surgical emphysema of the 
lids and conjunctiva, which caused some discomfort. The dis- 
comfort was controlled by codeine tablets but the emphysema 
took 86 hours to disappear completely. By this method the out- 
line of a round mass situated in a posterior superior and temporal 
position behind the left globe was demonstrable (see Fig. 1, 
with explanatory diagram). The outline was such a perfect sphere 
that a cyst was suspected. The posterior edge of the globe is also 
visible. Peculiarly enough, the cyst measured the same across 
as the normal globe (2-5 cm.). 

Four days after the injection the patient’s eye suddenly became 
much more painful, the proptosis increased and the lids became 
hyperaemic, but there was no heat nor local tenderness. Visual 
acuity deteriorated rapidly to 6/36 partly. It was thought that 
this was a reaction to possible puncture of the cyst at the time 
of the air injection and operation was immediately undertaken. 
Operation 

Taking into account the situation of the tumour as shown 
upon X-ray, namely posterior, superior and temporal to the 
mid-line, a lateral orbitotomy was decided upon rather than a 
transfrontal approach. Berke’s modification of Kronlein orbito- 
tomy was used. At operation a hydatid cyst was exposed at the 
site indicated by the X-rays. The cyst soon broke during blunt 
dissection—its contents were evacuated, the endocyst removed 
and the ectocyst swabbed with formalin. 

The patient made an uneventful recovery. The proptosis has 
disappeared, the disc is now normal and vision when last seen 
was 6/7-5. Eye movements are practically back to normal. 


DISCUSSION 


The marked emphysema and the discomfort caused are 
not great enough to discourage use of the method. It is 
wisest to keep the patient in hospital until the reaction is 
over, for the appearance can be alarming to relatives, if not 
to the ophthalmologist. 
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The question arises whether it is worth taking the risk 
of rupturing the cyst by the needle or by the pressure of 
air injected. In this case the mishap accelerated the decision 
to operate. Puncturing a haemangioma is another possible 
risk. As the operation of orbital exploration is never lightly 
to be undertaken the slight risks involved in this procedure 
are justifiable. 

This is the third case of hydatid cyst in the orbit en- 
countered at Groote Schuur Hospital in recent years. Indeed, 
hydatid disease has proved to be the commonest cause of 
orbital tumour in patients admitted to this hospital in recent 
years. °:® 


SUMMARY 


A case is reported of a non-European male presenting with 
a left proptosis caused by an orbital hydatid cyst. Orbital 
pneumatomography rendered accurate diagnosis and correct 
localization possible after straight X-ray examination had 
proved of negative value. 


I wish to thank Dr. N. H. G. Cloete, Medical Superintendent, 
Groote Schuur Hospital, Prof. J. H. Louw, Head of the 
Division of Surgery, and Dr. R. L. H. Townsend, Head of the 
Department of Ophthalmology, for permission to publish this 
report. I am further indebted to Dr. Townsend for the privilege 
of assisting him in the investigation of and operation upon this 
interesting case. { am also indebted to Dr. L. Werbeloff, of the 
Department of Radiology, for the radiological aspect of the 
investigation, and to Mr. B. Todt, of the Department of Clinical 
Photography, for the photographs of the X-ray. 
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SOUTH AFRICAN MEDICAL AND DENTAL COUNCIL 


OPENING REMARKS BY THE PRESIDENT, AT MEETING OF 11-14 MARCH 1957 


Pror. S. F. OOSTHUIZEN 


The President said it was heartening to find how loyalty grew in 
the Council and how seriously members of the Council took the 
duties of membership. Attendance was almost always 100%. 
The Council grew on one. It was a good example of how persons 
imbued with the spirit of service could differ and yet at the same 
ume work harmonously in an attempt to do what thev considered 
to be in the best interests of the public and the professions. 

But the very fact that the Council was a happy and contented 
body made it incumbent upon them always to look deep into their 
hearts and make sure that they were not becoming complacent. 
They must not be afraid of criticism or unpopularity; authority 
could never be popular. They must endeavour to function firmly 
and courageously, but at the same time with as little interference 
a possible in the affairs and destinies of professional men, and 
always on a basis of trust in other bodies whom they worked, 
Whether professional bodies, Universities or State departments. 
Where they found it necessary to interfere, it must be done with 
dignity. j 

The President said he had an abhorrence of circular letters, 
Pious resolutions, and warning notices. They could never by 
legislation make someone who was not a gentleman into a gentle- 


man. In their main fronts of education and ethics, they would 
do more by trusting those with whom they worked, and by laying 
down general principles and broad foundations, than by narrow 
rules and regulations. 

‘Ladies and Gentleman, I say these things because numerous 
matters are brought before the Council in the reports of the various 
Committees which illustrate that bona fide attempts are often 
made to move the Council to act in matters which really do not 
fall within its province. 

‘Dit is met genoeé dat ek hier kan konstateer dat die verhouding 
tussen die Raad en ander liggame nog nooit op ‘n beter grondslag 
berus het nie, en dit nieteenstaande die feit dat ons gedurende 
die afgelope aantal jare ’n groot aantal krisisse belewe het. Die 
verhouding tussen die Raad, die Universiteite, Mediese en Tand- 
heelkundige Verenigings en ook tussen individuele lede van die 
Raad, bly besonder goed. Dit moet steeds ons strewe bly om dit 
so te hou, want in ’n atmosfeer van vrede en vriendskap kan 
meer bereik word as in ’n atmosfeer van ontevredenheid en 
vyandskap. 

‘In die verskillende verslae van staande en ander komitees, 
wat tans voor die Raad dien, verskyn baie sake van groot belang 
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op die opvoedings, etiese en ander fronte. Ek versoek u om soos 
in die verlede u ernstige aandag aan al hierdie sake te skenk. 
Indien ons fronte maak of gemaak het, laat ons dit erken en 
regmaak waar ons kan. 

‘Dit is moeilik om spesificke aangeleenthede vir besondere 
oorwegings hier aan te stip want alles wat gedoen word, is belangrik. 
Die verskillende staande komitees lewer verslag en maak aan- 
bevelings oor diverse aangeleenthede. Daar is die verslag van die 
Registrateur met interessante inligting oor registrasie en ’n taamlike 
ongunstige verslag van ons Tesourier, professor Vermooten oor 
die finansies van die Raad. Ek hoop dit sal beter gaan, want ek 
sien nie kans dat ons die professies hoér belas met jaarlikse fooie 
nie. 


BLOOD TRANSFUSION REGULATIONS 


The President said he wished to direct special attention to what 
had transpired regarding blood-transfusion. He regarded it as 
his duty to make the following statement: 

In his capacity as President of the Council, together with Dr. 
Bird, the Vice-President of the Council, on the invitation of the 
Secretary for Health, he had had a meeting with the Minister of 
Health and they had outlined to the Minister the history of the 
regulations relating to blood-transfusion services. During the 
course of the interview they had put forward the following points: 
(i) That the council had no power to make scientific pronounce- 
ments concerning the blood of various racial origins. (ii) That 
the Council is a quasi-judicial body. (iii) That in terms of section 
83(bis) of the Act the Minister is required to consult the Council 
in regard to any regulations relating to blood-transfusion services. 
This was done and the Council considered draft regulations 
submitted by the Minister of Health and made certain recommen- 
dations thereon. (iv) That the Council was always careful not 
to take part in any political matters and in any matters affecting 
Government policy. The Council accepted the fact that the 
labelling of blood according to its racial origin was a matter of 
Government policy and it did not query this. When it made 
recommendations in regard to the draft regulations it endeavoured 
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to recommend amendments which would make the regulations as 
good as possible and at the same time remove anything therein 
which was liable to give offence. (v) That they had enquired 
from the Minister whether there would be any objection to the 
Council’s issuing a public statement on the subject to make the 
position clear. (vi) They had enquired whether it was the intention 
of the Minister himself to make a statement. In reply the Minister 
had answered that it was not his intention to do so. The President 
was therefore of the opinion that the Minister would not object 
to the Council’s making a statement if it wished to do so. 


MEDICAL DENTAL AND PHARMACY ACT 


Dr. Oosthuizen said he referred with pleasure to the fact that 
the majority of amendments of the Medical, Dental and Pharmacy 
Act proposed by the Council had been accepted by Parliament 
and had become entrenched in legislation. They owed a special 
debt of gratitude to Dr. le Roux for his cooperation in these 
matters. 


VISIT OF SIR DAVID CAMPBELL 


‘It is with great pleasure that I am able to report that Sir David 
Campbell, President of the General Medical Council has decided 
to honour us with a visit as guest of the Council. He will be with 
us in a few days’ time. We shall endeavour to the best of our 
ability to make his stay a pleasant one. Members will recall 
that Sir David Campbell went out of his way to cooperate with 
us on matters on internships and reciprocal relations. I shall 
never forget my flight from Glasgow under Arctic conditions to 
Aberdeen to settle some of these matters. Sir David after being 
met by Dr. Struthers, a past President of the Medical Association 
of South Africa, will spend a few days in Cape Town, and will 
then proceed to Durban and the Rand for further discussions. 
Such visits as these serve to stimulate us to new ideas and smooth 
the way for better understanding on a wide front. Exchange 
of ideas will automatically further the interests of our professions, 
and the best traditions of medicine and dentistry. 


THE PROPOSED TRANSFER OF THE DURBAN MEDICAL SCHOOL 


At the meeting of the South African Medical and Dental Council 
held in Cape Town on 11-14 March 1957, Prof. I. Gordon, Dean 
of the Faculty of Medicine, University of Natal, and representa- 
tive of the University on the Council, asked the President whether 
the Council had been asked to advise on the proposed transfer 
of the Faculty from the University of Natal. The President replied 
in the negative and ruled that with the permission of the Council 
the matter might be brought forward as a motion under rule 19 
of the Council’s rules of procedure. 

Professor Gordon therefore submitted a resolution to the effect 
that the South African Medical and Dental Council, having 
regard to its obligations and responsibilities in connection with 
medical education, viewed with concern the decision of the Go- 
vernment to transfer the control of the Faculty of Medicine 
from the University of Natal to a Department of State. The 
motion that the Council give permission to bring forward this 
resolution under rule 19 was put to the vote and passed, and next 
day (13 March) Professor Gordon moved the resolution, which 
was seconded by Mr. A. Radford. Professor Gordon referred to 
the Separate University Education Bill, which had been published 
the previous day, and which was to implement the intention to 
transfer the Durban Medical School (the Faculty of Medicine 
of the University of Natal) to a department of State and to transfer 
to the University of South Africa examinations and awarding 
of degrees. Under this Bill the Council and the Senate would be 
comprised entirely of Government nominees, and the Principal 
and academic staff would be appointed by the Government on a 
civil service basis, and their conduct would be subject to sanctions 
inconsistent with university freedom. Professor Gordon said 
that his objections to the proposal were not political in nature, 
but were concerned with the maintenance of the standards of 
medical education and research. 


Prof. H. W. Snyman, Dean of the Faculty of Medicine, Uni- 
versity of Pretoria, and representative of the University on the 
Council, moved an amendment to the effect that the South African 
Medical Council notes the intention of the Government to transfer 
the Medical Faculty from the University of Natal to the University 
of South Africa; and that the Council, concerned as it is with 
medical curricula and standards of training, respectfully requests 
that every facility shall be given to the Faculty to maintain the 
standards which the Council expects from it. Dr. M. Shapiro 
also moved an amendment to widen the scope of Professor Gor- 
don’s resolution. 

A telegram was received and read from the Student Body of 
Witwatersrand University expressing opposition to the proposed 
transfer, and a telegram from the Natal Coastal Branch of the 
Medical Association of South Africa protesting against the pro- 
posal (in similar terms to the telegram from this Branch which 
was published in the Journal on 22 February 1957)—31, 180. 

The debate continued and was resumed next day (14 March), 
when Professor Snyman said he had seen the Hon. J. H. Viljoen, 
Minister of Education, Arts and Sciences, who had pointed out 
that the Bill was in skeleton form, and that its meaning would 
become clearer when regulations were subsequently made after 
consultation with medical authorities. They would be so framed 
that representatives of the academic staff and the Board of the 
Faculty would probably be nominated to the Senate and the 
College Council. The Bill was not to be implemented immediately, 
but on a date to be fixed, probably in one or two years’ time. 


The President (Professor Oosthuizen) suggested that the Council 


should endeavour to assist the cause of medical education in 
Natal by some form of dignified compromise. 
following form of resolution: RA 

‘That the South African Medical and Dental Council is inter 
alia concerned with the entire pattern of medical education and 
particularly as far as the acceptance of minimum standards Is 


He submitted the 
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concerned. It has been brought to the notice of the Council 
that a new method of control of education is envisaged for the 
Durban Medical School and that there is a possibility that this 
may lead to a new pattern which may not be acceptable to the 
Council for purposes of training of medical practitioners. 

‘As a Statutory body the Council has grave responsibility in 
regard to medical education and feels it incumbent on itself to 
express the sincere hope that, in order to obviate unforeseen 
difficulties which may arise at some future Cate when the standards 
are to be considered and the facilities, the school and examinations 
inspected, the Council respectfully suggests to the Minister of 
Education and of Health to take the necessary steps prior to pro- 
ceeding with legislation now before Parliament to have the im- 
plications affecting the South African Medical and Dental 
Council further investigated and reported upon’. 


VIR GENEESKUNDE 
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The President considered that a positive request would be much 
better than a mere expression of concern. They might possibly 
induce the Government to consult with the Council before the 
part of the Bill which is concerned with the Medical School is 
proceeded with. 

On consideration of the President’s draft resolution Professor 
Gordon withdrew his motion and Professor Snyman and Dr. 
Shapiro withdrew their amendments, all with the consent of their 
seconders, and the President moved a formal motion in terms of 
his draft, which was passed unanimously. A deputation was 
then appointed to interview the Minister and submit the resolu- 
tion, to consist of Professors Oosthuizen, Gordon, Snyman, 
van den Ende (Dean of Faculty of Medicine, Cape Town Univer- 
sity) and van Zyl (Dean of Faculty of Medicine, Stellenbosch 
University), whichever should be available, with power to coopt. 


RACIAL DIFFERENTIATION IN SALARY SCALES 


This matter came up for consideration at the meeting of the 
South African Medical and Dental Council held in Cape Town 
on 11-14 March 1957. 

At its previous meeting (in September 1956) the Council con- 
sidered letters complaining that lower salaries were paid by the 
Transvaal Provincial Administration to non-European interns 
than to European interns notwithstanding that the duties were 
similar. The Executive Committee had recommended a reply 
to the effect that the matter was one ‘of public policy and it would 
not be appropriate for the Council to endeavour to dictate to 
any Government as to what its policy should be’. The Council, how- 
ever, had referred the question back to the Executive Committee 
to determine whether the acceptance of an appointment by a 
medical practitioner or an intern at a salary less than that paid 
to another on the grounds of race or colour contravened any 
ethical rule laid down by the Council. 


The Executive Committee (at the present meeting of the Council) 
reported ‘that, as intending medical practitioners are required 
by the rules of the Council to serve internships at institutions 
which do not fall under the jurisdiction of the Council and which 
pay interns at different rates of remuneration, the Executive 
Committee considers that an intern would not contravene any 
of the rules of the Council by accepting any of the rates of re- 
muneration offered by employing authorities’. 

A full debate ensued in the Council. Professor Gordon moved 
an amendment declaring that the acceptance by a medical practi- 
tioner or an intern of an appointment at a salary less than that 

paid to another doing the same work under the same authority 
was an action of which cognizance might be taken under the 
Council’s ethical rules Nos. (19 (e) and 26. This amendment 
was defeated by 17 votes to 7, and the resolution of the Executive 
Committee (as indicated in the preceding paragraph) was adopted 
by the Council. 


THE NUMBERS AND DISTRIBUTION OF MEDICAL PRACTITIONERS IN THE UNION* 


MEMORANDUM BASED ON INFORMATION OBTAINED FROM A SURVEY CONDUCTED BY MR. W. H. BARNARD, 
ASSISTANT REGISTRAR OF THE SOUTH AFRICAN MEDICAL AND DENTAL COUNCIL 


PROF. 


During the course of 1956, I had occasion to submit for considera- 
tion to the South African Medical and Dental Council two memo- 
randa which dealt, amongst other things, with the numbers and 
the distribution of medical practitioners in the Union. The Council 
has requested me to put in a form suitable for publication the 
related facts set out in the memoranda, together with such addi- 
tional facts as might be relevant, for publication in the medical 
and dental journals. As members of the professions will possibly 
be interested in the facts, and as we are faced here with an emerging 
problem which may require attention at some time in the future, 
I have had pleasure in complying with the request of the Council. 


SURVEY OF 1948 


When I was preparing the two memoranda referred to above, 
my attention was drawn to a survey of the distribution of medical 
practitioners in the Union which was made in 1948 by Mr. W. H. 
Barnard, Assistant Registrar of the Council. The figures and 
conclusions contained in this survey were made available to me 
for the purpose of the above memoranda. The survey was based 
on the number of practitioners registered as at 30 June 1948 
and was correlated with the census figures of 1946. The figures 
and conclusions of this survey have not been published. Certain 
parts were used in memoranda submitted to the Council at various 
umes, and the figures were also made available to the Tomlinson 


* A memorandum submitted by Professor Oosthuizen to the 
South African Medical and Dental Council. 


S. F. 


OOSTHUIZEN 


Commission. This survey is the most complete that has been 
made of the distribution of medical practitioners. It deals with 
the geographical distribution by provinces and by magisterial 
districts. It gives the number of Europeans, Coloureds and Asiatics, 
Natives, persons of all races, doctors, Europeans per doctor, and 
persons per doctor. It contains the estimated age distribution of 
all medical practitioners in the Union and on the register, of 
female practitioners, of specialists and of general practitioners 
In a survey of the distribution of medical practitioners in the 
Union the age distribution is important, since the medical pro- 
fession is largely a young profession and there is consequently 
not a great wastage. A comparative table is included of the dis- 
tribution of population per doctor for 12 overseas countries, 
round about 1947-48. 

The survey does not purport to indicate anything more than 
trends. The figures have not been ‘weighted’ for various factors 
which would be a requirement if it purported to be a scientific 
statistical survey. Moreover medical services are not contained 
within the limits of magisterial districts or even provinces: some 
practitioners may have a registered address in one district, but may 
practise in another. There are also other factors. But the figures 
are of value as indicating trends, and the conclusions are, in my 
view, valid. 

The final tabulated figures (as at 30 June 1948) which emerged 
from Mr. Barnard’s survey are as follows: 
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No. of No. of 
Province No. of No. of No. of Europeans Persons 
Europeans Persons Doctors per Doctor per Doctor 
Cape Province * 853,960 2,773,926 1,650 (34-5°,) 517-6 1,681-2 
Natal 229,617 1,803,932 598 (12-5%) 384-0 3,016-6 
Orange Free State 202,077 879,071 305 (6-4) 662-5 2,882-2 
Transvaal 1,063,121 4,283,038 2,109 (44-1°,) 504-1 2,030-8 
Transkei 16,835 279,922 93 (1-9%) 181-0 13,762-6 
Zululand 7.080 398,460 27 (0-6%) 262-2 14,757-8 
Union 2,372,690 11,418,349 4,784 496-0 2,386°8 
* Excluding Transkei. Excluding Zululand 
Note: At the time of the survey there were also 48 registered persons in South West Africa and 199 outside the Union. 
[he two most interesting figures in the above table are these: No. of 
: , 7 ; : 
Number of Europeans per doctor 496-0 Country Population No. of Pei SONS 
Number of Persons per doctor 2,386-8 Doctors per Doctor 
New Zealand 1,793,225 1,744 1,021 
As the Europeans are largely responsible for the payment for Great Britain 45,323,000 55,771 813 
medical services, the figure of 496 | uropean persons (i.e. men, Portugal .. 7,722,152 5.200 1,485 
women and children) is the important one. Australia. . 7,580,820 7.137 1.061 
It cme vo es as a matter of hp corse yer the way inthe Norway 3.123.338 2.911 1.073 
orincipal urban are: lagisteric ric ; as ¢ . “7 neds 
ee in areas (magisterial districts) of the Union was as Sueden 6.763.000 4.234 1.59 
, USA . 132,239,062 197,605 669 
No. of No. of Fr a ) R38 3319 533 
Magisterial District Europeans Persons rance 40,828,000 33,120 1,23: 
per Doctor per Doctor Italy 44,000,000 45,800 961 
yreece 7¢ 7 4, 
Johannesburg 299: | 694-9 Greece |B 900,000 7,023 1,1 Il 
Pretoria i 5 * ai 480-9 1.134-4 Netherlands 9,500,000 7,000 1,35 
Durban .. , a ne - 351-8 1,012 Denmark. . 3,800,000 3,875 981 
Bloemfontein as és ia 553-2 1,370-5 
Cape Town , és . - 281-2 464-2 The above figures should make it clear that the proportion of 
East London 600-4 1,599 7 medical practitioners to the European population is higher in 
Port Elizabeth 516 1,253-7 the Union than in any other country of the world, and that, 


observed that the 
persons pel 


It will be figures both for Europeans per 
doctor and doctor in these urban areas, with their 
large populations, are considerably lower than the figures for the 
Union as a whole. The reason is that the averages for the Union 
are pushed up by the figures for the remote Native areas with 
large populations and small numbers of medical practitioners. 
Compare the above figures for the towns with the following 
figures for Native areas: 


No. of 
Persons 
per Doctor 


Viagistericl District 


Letaba 11,162 
Pietersburg 11,222 
Pilgrims Rest 15.374 
Zoutpansberg 13.575 
Emtonjaneni 28,083 
Mtunzini 38,116 
Nkandla .. 42.43} 
Kentani 51.937 
Libode 42.091 
Nqwamakwe 42,522 


There were also 5 magisterial districts with a total population 
of 212,809 where there was no medical practitioner whose regis- 
tered address was within the district. Medical services to the in- 
habitants were probably supplied by practitioners in contiguous 
districts. 


From a comparison of the sets of figures in the preceding two 
tables, at the extremes, it is clear that there is a disturbing mal- 
distribution of medical practitioners, and consequently of medical 
services, in the Union. The problem should be tackled by the 
appropriate authorities. 


rhe above figures for the distribution of population for medical 
practitioner compare with the undernoted figures for some other 
countries of the world. (All circa 1947/1948). (References for 
sources of information will be furnished to anybody who might 
be interested.) 


even 
if the total population is taken into account, the country is probably 
more than adequately served. 


SINCE 1948 
The figures become even more convincing when cognizance is 
taken of the increase in the number of medical practitioners since 
1948. As has been stated, the number of registered medical practi- 
tioners in the Union on 30 June 1948 were 4,784. Some (199) 
were Outside the Union for various reasons, and 48 were in South 
West Africa; the total number on the register was 5.031. At 
31 December 1956 the total number of medical practitioners on 
the register had increased to 7,198 (together with 391 interns), 1.¢. 
an increase of over 2,000 registered medical practitioners in 8 
years. The percentage increase in the number of registered medical 
practitioners is substantially in excess of the percentage increase 
for the population as a whole. The position in regard to the dis- 
tribution of population per medical practitioner must conse- 
quently be materially more disturbing than it was in 1948. It 
should also be borne in mind that, at 31 December 1956, there 
were 1,182 medical students registered with the Council. There 
has been a decrease of 1,088 from 2,270 in 1948, the peak year. 
Allowing for normal wastage, it would appear that within the next 
5 years at least another 1,000 medical practitioners will qualify 
from the South African Universities, and here it should be borne 
in mind that the University of Natal had no students beyond the 
4th year registered in 1955, and that the numbers at that Univer- 
sity are bound to increase materially; furthermore the first students 
from the University of Stellenbosch will only register with the 
Council in 1957. It is consequently anticipated that the number 
of medical students registered with the Council will probably 
increase in the course of the next few years and, as a result, the 
annual number of registrations from South African Universities 
will probably increase. 

In addition, of course, there will be the 
countries with which the Union has reciprocity, 
city, as also those from South African citizens who obt 1ined 
qualifications recognized under Section 23. The prospective 
supply of medical practitioners will more than equal the wastage 
for many years to come. 


registrations from 
or limited recipro- 
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AGE OF DOCTORS 

The problem is complicated in the Union by the age distribu- 
tion of the medical profession. In the survey made in 1948 an 
estimate was made of this distribution on the basis that the average 
medical student qualifies at the age of 22} years, which basis has 
been accepted in estimates made in other parts of the world. 
The figures for the provinces etc. included in the survey are not 
given here; for the purpose of this paper the numbers and per- 
centages will suffice. As at 30 June 1948 the estimated age dis- 
tribution was as follows: 


{ up 20-24 25-29 34 15-39 40-44 45-49 50-54 
No 31 1,248 1.075 686 519 §99 328 
62 24°81 21-41 13-64 10-32 11-91 6-52 

{ a §§-59 60-64 65-69 70-74 75-79 80 7 al 

N 167 142 ) 76 49 20 5.031 
3-24 2-82 8] 1-5] 97 40 99 -98 


From the above figures it appears that at the time of the survey 
4.158 medical practitioners (or 80-7°.) were under the age of 50, 
and 2,354 (or 46-8°,) were under the age of 35. The significance 
of these figures is that, because the profession is largely a young 
profession, there is not a normal wastage, such as would apply 
to the population as a whole. There is a low wastage in the 
profession (because it is a young profession), and a normal wastage 
inthe population as a whole; it has also been argued above that there 
has been an increase in the number of medical practitioners which 
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is substantially in excess of the natural increase in the population 
as a whole. These two factors can only result in a further decrease 
of numbers of persons per medical practitioner. 


CONCLUSION 


It would therefore appear that in another few years time, when 
both the Universities of Natal and Stellenbosch will be qualifying 
fair numbers of medical practitioners, the position in regard to 
the total number of medical practitioners in the Union in relation 
to the number of persons who require medical services, may 
become serious. The extraordinary prosperity of the country during 
recent years may have been the reason why the emerging problem 
has not been observed. If, however, there should be a recession 
in the economic sphere, this problem of an over-supply of medical 
practitioners may be a serious one. 

Whereas a case could possibly be made for an increase in the 
number of medical practitioners under a social economy, or 
national health service, or under a system where the criterion is 
that adequate medical services should be available to all, irrespective 
of ability to pay for it, such a case cannot be made for the Union 
at present under the socio-economic principle of free enterprise, 
or laissez-faire. The country is adequately served, and some 
authorities even maintain more than adequately served. 

The emerging problem is one which merits the most serious 
consideration. 


Acknowledgement is made to Mr. W. H. Barnard, Assistant 
Registrar of the Council for information contained in survey. 


THE SELECTION OF MEDICAL STUDENTS* 


BEN Epstein, M.B., B.Cu., M.R.C.P., D.C.H. 


President, Northern Transvaal Branch, 


For many years continual sniping has been directed at the medical 
profession, both from within its own ranks and from without. 
A good deal of the criticism from outside has been misinformed 
and prejudiced. That which comes from within has given rise to 
considerable discussion, heart- 
ache, and a search for ways 
and means by which the 
standards of medical practice 
and ethics could be main- 
tained. 

Some of the criticism 
levelled at the profession has 
resulted in great wrongs being 
done, e.g. by Parliament. Its 
decision to require the South 
African Medical and Dental 
Council to make the question 
of excessive fees an ethical 
matter was very damaging 
to the profession. Ordinarily 
a dispute of this nature is a 
civil matter, which could 
easily be settled by arbitra- 
tion. It became a matter for 
disciplinary enquiry, in which 
a doctor’s professional in- 
tegrity was challenged and 
his livelihood endangered. 
No other profession has been 
placed in this iniquitous situa- 
tion. What was meant to be 
discipline for individuals be- 
came a threat to the profes- 
sion, whose members are 
belaboured for the actions of 
individuals As a result, a_ spirit of antagonism and 
amimosity developed between the profession and the Medical and 





Dr. Epstein 


* Valedictory Presidential Address delivered at Pretoria on 


12 February 1956. 


Medical Association of South Africa, 1956 


Dental Council. This important body, which had been held in 
such high esteem in the past became an object of hostility, drawing 
unpleasant comment, not only from individual doctors, but also 
from the then editor of the South African Medical Journal. For- 
tunately, under the able presidency of one of the members of 
our Branch, Prof. S. F. Oosthuizen, changes have been brought 
about which have altered this state of affairs. The President of 
the South African Medical and Dental Council is doing all that 
humanly possible to create an atmosphere of harmony between 
the medical profession and the Medical Council. 


TOO MANY DOCTORS? 


A matter which is seriously agitating the minds of the medical 
profession in South Africa is that of overcrowding of the pro- 
fession. In 1944 Prof. A. Pyper drew attention to the danger of 
over-production of doctors. From this chair several past-presidents 
have commented on the difficulties to which the profession is 
likely to be subjected as a result of the large annual output of 
medical practitioners. On 30 June 1948 the total population of 
South Africa was 11,955,000, of whom 2,504,000 were Europeans. 
The number of doctors on the register at that time was 5,041—one 
doctor to 2,372 of the total population, or to 497 of the European 
population. On 30 June 1956 the total population was 13,915,000, 
of whom 2,907,000 were Europeans. There were 7,666 doctors 
on the register—one doctor to 1,815 of the total population, 
or to 392 of the European population. In the United Kingdom 
the proportions are approximately one doctor to 600 people, 
and in the United States of America one to 750. 

The profession’s concern may be justified. But the fact remains 
that there are too few applicants for reasonably well-paid medical 
posts in the civil service. The general hospitals, the mental services, 
the district surgeoncies, the health centres, are deplorably short 
of medical personnel. The Government threatens to resort to the 
importation of doctors if no applicants are forthcoming—to the 
consternation of the profession. This is a paradox which statistics 
cannot answer. A possible explanation is that the increasing 
numbers of doctors can be absorbed by the improved economic 
position of the country, irrespective of the proportions of doctors 
to population. A great many doctors nowadays become specialists, 
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reducing the competition among general practitioners. Research 
laboratories, hospitals, and medical schools absorb many who 
would in the past have been in private practice. 

When we ask for restriction of entry into the medical profession 
we place ourselves in a position which may work out to our 
disadvantage. For who is to do the controlling? We pride our- 
selves on being a free profession, and protest vigorously at any 
encroachment on our freedom. Restriction and control of entry 
may be but the thin edge of the wedge, putting the whole pro- 
fession at the mercy of an extraneous body. 

I do not for a moment say that we must accept the situation 
complacently. If we want to know the country’s absorptive 
capacity for doctors we must ask for the appointment of a com- 
mission to enquire into the matter. The Medical Association 
itself is incapable of holding such an enquiry, for it does not 
possess within its ranks enough men with the requisite qualifica- 
tions. Such a commission should consist not only of doctors, 
but also of economists, social workers, educationalists, university 
staff, and representatives of the non-European section of the 
community; for the future economic stability of the medical 
profession is to a large extent bound up with the development 
of the largest section of our community, the non-European. 

This problem of overcrowding of the medical profession is 
not of recent origin. In the South African Medical Journal of 
12 November 1932 appeared a letter by a doctor under the pseu- 
donym ‘No more’; this was a follow-up on a letter of 28 October 
1932 by Dr. Frances Napier, one of the leading members of the 
profession in those years, who was perturbed about the numbers 
entering the profession. To go even further back, Maeterlinck’s 
‘Bluebird’, published in 1909, shows Father Time, choosing from 
among the babies clamouring to be born, and rejecting some 
with the words: ‘What! More doctors?... There are too many 
already. They are grumbling about it on earth’. 


SELECTION OF STUDENTS 


In many countries selection of medical students takes place at 
present. This selection is not the result of pressure by the medical 
profession, but of the shortage of accommodation for training 
students in the universities and the medical schools. In South 
Africa each university decides for itself which students to admit. 
There is no selection at the Universities of Pretoria and Stellen- 
bosch. The University of Cape Town selects on the basis of 
academic success in the matriculation examination. Witwaters- 
rand University, which usually has about twice as many applicants 
as it can accommodate, chooses on a system which takes into 
consideration the academic merit of the candidate, together with 
reports from principals of schools and reputable referees. A 
good all-rounder, even if he has passed the matriculation in the 
2nd or 3rd class, is favourably considered, and frequently accepted. 
The University of Natal is taking a great deal of trouble in choos- 
ing its non-European medical students. Academic success is the 
first consideration but, in addition, testimonials of character are 
required, and a medical certificate of health is essential. An 
important investigation was started in 1956: W. R. C. Brandford, 
of the staff of the Department of Educational Psychology of the 
University, is conducting a long-term research project on ‘Prob- 
lems in the Selection and Preliminary Training of non-European 
Medical Students’. His results should prove of great interest. _ 

What are the standards that we ourselves would wish to set? 
How should our future doctors be selected? The late Samson 
Wright said: ‘We all know the ideal student: Tall, handsome, 
of great personal integrity, beautifully mannered, cultured, highly 
intelligent, a tireless worker, original, good with his hands, skilful 
in exposition, a good mixer, athletic, devoting his spare-time 
to extramural activities, with a good family background and so 
on and so forth’. Although this individual does not exist, selection 
committees all over the world are still trying to find him. I think 
we must content ourselves with the ordinary decent person who 
will apply himself to his studies, and not waste the large sums of 
money spent on his education, 2/3rds of which expense is borne 
by the taxpayer. The loafer and wastrel of the university should 
be excluded, and the sooner the better. 


STANDARDS 
Qualities which have been suggested as of importance in deciding 


on the suitability of medical students are: 
1. Achievement at school. Pre-medical academic achievement 


MEDICAL JOURNAL 


23 March 1957 


is on the whole positively related to academic success in medicine 
That fact, however, is not sufficient in itself, and other factors 
must be considered. 

2. Intelligence and aptitude. The IQ in itself is not a reliable 
guide, and other special tests of aptitude are being tried out. 
particularly in the USA. On the whole, aptitude tests have been 
more useful in identifying the unsuitable candidate than in picking 
out the suitable candidate. - 

3. General interests of the candidate can be tested, 
must be correlated to other factors. 
relationship between intelligence, variety of interests, scientific 
aptitude, general knowledge, and achievement in medicine, but 
applving these standards to the individual may result in serioys 
errors of judgment. 

4. Personality of the candidate Many students fail in their 
courses, not on account of academic inability, but on account 
of emotional difficulties. To test for these with our inadequate 
technique is a dangerous procedure. Not all psychologists are 
capable of applying intelligently the various tests that have been 
devised. A general idea of the candidate’s disposition or per- 
sonality is usually obtained through an interview. The assumption 
that anyone can be assessed in 5 or 10 minutes is only a reflection 
of the conceit of the selectors. To be infallable, they themselves 
should be men of great integrity, intelligence and insight, free 
from racial, religious, colour and language prejudices. They 
must be completely without bias. Where are such men to be found” 
I venture to suggest that they do not exist. And what about the 
students who are interviewed? Is nervousness, lack of aggressive- 
ness and inability to express oneself adequately any indication of 
intelligence, kindliness, humanity or application? 

5. Other general factors to be considered are: 

(a) Age. Are we to exclude the man who has always wanted to 
be a doctor but who, for various reasons, was unable to take the 
course in his younger years? If so, we should have excluded from 
the profession in Pretoria pharmacists, teachers, scientists, and 
ministers of religion. 

(b) Health. We have no moral right to exclude anyone from 
pursuing a justifiable ambition on the grounds of health. One 
of the greatest experts on cerebral palsy, Earl Carlson, is himself 
a severe athetoid. The diabetics that make up the staff of the 
diabetic team at King’s College, London, have made great con- 
tributions to our knowledge of diabetes. The world’s leading 
endocrinologist—Albright—is one of the severest cases of parkin- 
sonism that | have seen. 

(c) Marital state. Would reason or prejudice exclude the 
married man or woman? Who is to decide whether marriage is a 
stabilizing influence or a hindrance to a student? 

(d) Financial position. Some medical schools, in particular in 
the USA, exclude students who are not likely to complete their 
studies on account of lack of financial support. Yet the observa- 
tion has been justifiably made that those who are poor are often 
good students. It is surprising how many great doctors have had 
to struggle against frightful poverty in their student years. To 
restrict entry into the profession to those who are relatively pros- 
perous would be the negation of one of the fundamentals of 
democracy. The stability of our society depends on the oppor- 
tunities given to the more intelligent, hard-working and 
enterprising of the poorer classes to improve their position. 

(e) Environmental background. \t has been stated and implied 
in previous presidential addresses that background is all-important 
Does history not record innumerable cases of individuals who 
have risen above their environment—or vice versa? Is the man 
who has studied in the midst of poverty necessarily worse as 4 
doctor than one who is more privileged? Might his experiences 
not perhaps induce in him a greater sympathy with his patients 
than is felt by one who has enjoyed the exclusiveness of wealth? 

(f) Sex. In many countries there is a deliberate or unconscious 
discrimination against women medical students, on account of the 
wastage through marriage. There is a tendency to impose higher 
standards for admission to women students, with the result that 
women doctors are frequently more competent than their male 
colleagues. 


but this 
There may be a positive 


PRACTICAL CONSIDERATIONS 


With all these considerations in mind, who can say that an) 
particular body of human beings is likely to be competent to lay 
down a set of rules and regulations for the proper selection of 
medical students? If certain tests and criteria are now adopted, 
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a full generation of doctors will have to be trained before the 
suitability of the selection can be estimated. 

There are imponderables, too, which make naught of any 

attempt to choose ideal types for doctors. The observation that 
the child is father to the man is only a half-truth. The six years 
spent in medical school has a profound influence on the student, 
and often results in a marked metamorphosis. It is sometimes 
impossible to correlate the self-confident, knowledgeable, aggres- 
sive, newly-qualified doctor with the fledgling who entered uni- 
versity at the age of 17 years. It is a brave, or an ignorant, man 
who would venture to prophesy the success or failure of any 
youth at the outset of his academic life. 
” Haymaker in his book ‘The Founders of Neurology’, published 
a few years ago, gives some personality traits of men who have 
made great contributions to our knowledge of neurology. Cajal, 
Clarke, and Weir-Mitchell had poor scholastic records. Charcot, 
Claude Bernard and Purkinje were not interested in medicine 
before they commenced studying the subject. Sherrington and 
Brown-Séquard were interested in literature and poetry. Gowers 
and Charcot were artists. Paviov and Argyll-Robertson were 
good at games, but Brodmann, Friedrich, Erb, Hughlings Jackson 
and Berger (discoverer of electro-encephalography) were un- 
enthusiastic about sport. Erb, Landoussey and Brodmann were 
unfriendly and difficult to get on with. Brown-Séquard was 
impulsive. Cajal was conceited. Victor Horsley, Virchow and 
Barany were interested in politics. An equally miscellaneous 
assortment of characteristics could probably be found among 
the great contributors to other branches of medicine, and some 
of their qualities, no doubt, would have resulted in their failing a 
selector’s tests. 

Medicine has scope for many different types of individuals. 
A single set of standards cannot be laid down. The wide range 
of medical services in a community such as ours provides scope 
for innumerable types. The same standards cannot be applied 
to the general practitioner, the physician, the surgeon, the paedia- 
trician, the neurologist, the statistician and many others who 
make up the various facets of the medical profession. And why 
exclude the cranks and eccentrics, who frequently add to the 
spice of life at the university, and at times introduce ideas that 
revolutionize the science of medicine? 
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It is repeatedly stated that failure to select medical students is 
leading to a deterioration in the ethics of the profession. Charles 
Dickens, in ‘Pickwick Papers’—published in 1837—lampoons the 
medical profession through the likeable Bob Sawyer, otherwise 
known as ‘Dr. Sawbones’, who employs a boy to deliver parcels 
of medicine, labelled with the sender’s name, to selected houses 
in the district. ‘The master opens the parcel and reads the label. 
Shows it to his wife—she reads the label; it goes down to the 
servants—they read the label. Next day, boy calls: “Very sorry- 
his mistake—immense business—great many parcels to deliver 
Dr. Sawyer’s compliments”’. Sawyer had a dozen such plans. 
His boy always rushes into church, just before the psalms, when 
the people have got nothing to do but look around them, and 
calls him out, horror and dismay depicted on his countenance. 
‘Bless my soul’, everybody says, ‘somebody taken suddenly ill! 
Sawyer sent for. What a business that young man has!’ This 
character was created 120 years ago. In spite of alleged deteriora- 
tion of ethical standards, I doubt if subsequent generations of 
doctors have evolved better methods of advertising! Human 
nature does not change and the Sawyers have always been with 
us. Nevertheless, human beings, including doctors, are basically 
honest and decent. Doctors are neither better nor worse than 
other members of the community. It is not the doctor but the 
practice of medicine that has been profoundly affected in recent 
years by epoch-making chemical discoveries, by the improvement 
of conditions of civilized communities, by rising economic stan- 
dards, and by the establishment of welfare bodies such as sick 
funds, medical aid societies and national health schemes. 

In conclusion, | would again stress the importance of careful 
investigation before the assumption is made that we are producing 
too many doctors. Should it be found that some limitation is 
required, directives should be given to the medical schools on the 
numbers they should.accept for training. The type of student 
chosen should be left to the independent selection of the uni- 
versities, on whatever basis each university might decide. With 
a number of autonomous institutions—at present there are five 
in South Africa—responsible for the selection, there should be 
sufficient variation in standards of requirement to allow most 
of the capable candidates a chance of being admitted into one or 
other of the medical schools. 


MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION 


REPORT ON CONGRESS 
IsopEL ROBERTSON, M.B., Cu.B., D.P.H. 


For the second time a member of the South African Society of 
Medical Women has attended the Congress of the International 
Association, to which body the South African Society is affiliated. 
The Congress was held in Switzerland on 20-24 September 1956 
in the most superb surroundings, in the Biirgenstock Hotels, 
3,000 feet above the Lake of Lucerne, with Mount Pilatus to the 
West and the snow-clad Jungfrau away to the South. There were 
160 delegates from 21 countries, including such distant ones as 
the United States and Canada, New Zealand, the Philippines and 
Taiwen (Formosa). 


WORKING MARRIED WOMEN 


At the scientific session the subject discussed was, ‘The problems 
of the married woman working outside the home, and their 
effects on the mental and physical well-being of the family group’. 
The information supplied by national societies in the various 
countries was presented by 4 speakers. Practically all reported 
that the practice whereby married women worked outside the home 
had come to stay. The only countries where it was discouraged, 
and where efforts were being made to keep women at home, 
were Switzerland and India. In Switzerland craft-work in the homes 
was encouraged, and family allowances were being granted by the 
Government. In India housework was regarded as a woman’s 
Privilege, and those who could afford to preferred to stay at home. 
In most countries 15-40°{ of the women work, 1/4th-1/3rd of 
these being married. 

Regarding the effects on the woman, the investigations made in 
Scandinavia no increase in sickness or nervous disorders was 


found in women working outside the home, although in Copen- 
hagen in 1954-55, 919 working married women applied for legal 
termination of pregnancy on the grounds of overwork and nervous 
disturbances. Of these cases 50°, were regarded as justifying 
termination. 

While reports from a number of countries stressed the psycho- 
logical strain in the household which sometimes resulted from 
the mother’s working, investigations showed no impairment of 
the stability of the home from this cause and no increase in the 
number of divorces. It was the personal factor which counted, 
not the fact that the wife worked. In areas like the industrial 
north of England, where it was an established custom for women 
to work, the social system appeared to have adjusted itself satis- 
factorily to the situation. 

In general the greater economic independence gave the woman 
more status in the home, her earnings helped to raise the standard 
of living, and there was some evidence that she was less possessive 
and demanding in her relationship with the children. 

With regard to the effects on the children, reports varied accord- 
ing to the age of the children and the availability of home help, 
nurseries, school meals and so on. In France it had been shown 
that the infantile mortality is distinctly lower among unskilled 
labourers where the wife has an outside occupation, whereas 
among craftsmen and in higher professional categories the rate 
is higher than the average for the group where the wife has em- 
ployment. 

The psychological effects on young children is the subject of 
conflicting reports; some think the mother’s presence indispensible 
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while others consider a substitute mother or friendly nursery not 
harmful, and sometimes beneficial, provided continuity is main- 
tained, i.e. provided the mother takes the child to and from the 
nursery at regular hours. The general experience was that the 
children did not suffer provided care was adequate and they were 
not separated from the mother for too long. The need for properly 
run nurseries was stressed. 

Among older children, it is common to blame the fact that the 
mother works for all the behaviour problems of later childhood. 
In France and in Great Britain, where this aspect has been in- 
vestigated, it has been disproved that the fact that the mother 
works has any relevance to behaviour problems and mental 
disturbances. 
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The conclusions arrived at after general discussion were that 
the tendency for married women to work would increase, and that 
there were compensatory advantages which might outweigh the 
disadvantages. Part-time work, staggered hours and a 5-day 
week were all regarded as desirable, provided these could be intro- 
duced without detriment to the women’s chances of employment. 
All were in favour of social legislation permitting women to have 
a period off work before and after confinement, maternity benefits 
and special allowances. The need for provision of adequate care 
for the children during the mother’s absence was stressed, as well 
as the desirability of the rationalization of housework and the 
husband’s taking a greater share in the work of the home and the 
care of the children. 


SUID-AFRIKAANSE MEDIESE KONGRES, DURBAN, SEPTEMBER 1957 


Die een-en-veertigste Kongres en die twintigste Wetenskaplike 
Vergadering van die Mediese Vereniging van Suid-Afrika sal in 
Durban, Natal, gedurende die week Maandag, 16 September tot 
Saterdag, 21 September 1957, gehou word. 

Die hoofkwartiere van die Kongres sal by Rooikruis-Huis, 
Old Fort-weg, Durban, wees. 


OPENINGSPLEGTIGHEID 


Die Openingsplegtigheid sal op Maandag, 16 September, om 
8.30 in die Stadsaal, Durban, gehou word en die Kongres sal 
amptelik geopen word deur ons Beskermheer, Sy Eksellensie die 
Goewerneur-Generaal, dr. Sy Edele E. G. Jansen. Dit is ge- 
bruiklik om in akademiese drag gekleed te wees vir die openings- 
plegtigheid en diegene wat reélings wil tref vir die huur van akade- 
miese togas ens. vir die Kongres, moet in aanraking tree met 
mnre. Woolfsons, Chester-Huis, Weststraat 388, Durban, voor 
31 Julie 1957 


REISGERIEWE EN AKKOMMODASIE 


Lede wat hotelbesprekings vir Kongresweek: wil maak, word 
versoek om met hulle naaste Suid-Afrikaanse Reisburo of Stasie- 
meester in verbinding te tree. Dit sal dubbele besprekings verhoed, 
korrespondensie uitskakel en bevredigende reisreélings verseker. 


DIE WETENSKAPLIKE UITSTALLING 


Die Wetenskaplike Uitstalling sal in die Drilsaal, Durban, oorkant 
Rooikruis-Huis en die Handelsuitstalling in Old Fort-weg, gehou 
word. Hierdie uitstalling sal een van die glanspunte van die 
1957-Kongres wees en bied ‘n unieke geleentheid aan vir die 
demonstrasie van wetenskaplike werk wat in die Unie gedoen 
word, nie alleen deur amptelik-ondersteunde navorsingseenhede 
nie, maar ook deur individuele mediese praktisyns, wat *n groot 
aandeel aan die Uitstalling sal hé. Lede van die Vereniging wat 
graag aan hierdie uitstalling wil deelneem, moet so gou moontlik 
aan die Sameroeper van die Wetenskaplike Uitstallingskomitee, 
mnr. B. W. Franklin Bishop, Payne-Gebou 711, Weststraat, 
Durban, skryf 


DIE HANDELSUITSTALLING 


Die Handelsuitstalling sal by die hoofkwartiere van die Kongres 
in die Groot Saal van Rooikruis-Huis gehou word. Die vertoning 
sal vanjaar van besondere belang vir lede wees weens die groot 
vordering wat gedurende die afgelope tyd op terapeutiese gebied 
gemaak is 


DIE KUNSUITSTALLING 


Die Kuns-, Handwerk- en Stokperdjie-uitstalling wat op hierdie 
geleentheid die werk van mediese praktisyns en hulle families 
insluit, sal gedurende Kongresweek in die Kunsgallery by die 
Stadsaal, Durban, gehou word. Lede wat van voornemens is om 
hulle werk uit te stal, moet onmiddellik aan die Sameroeper van 
die Kuns-, Handwerk- en Stokperdijie-uitstalling, dr. M. J. Cohen, 
Mediese Sentrum 82, Fieldstraat, Durban, skryf 


GESIENE GASTE 


Die volgende besoekers van oorsee het die uitnodiging van die 
Organiserende Komitee om aan die Wetenskaplike verrigtinge 
van die Kongres deel te neem, aangeneem: 

Sir Russell Brain, Bt., President, Royal College of Physicians 
van Londen. Prof. T. Pomfret Kilner, C.B.E., Nuffield Departe- 
ment van Plastiese Chirurgie, Oxford. Prof. Alan Moncrieff, 
C.B.E., van die Instituut vir Kindergesondheid van die Universiteit 
van Londen. Dr. A. G. Wrigley, Verloskundige Chirurg te St 
Thomas-Hospitaal en Mediese Skool, Londen. Prof. V. Kinross 
Wright, Departement van Psigiatrie, Baylor-Universiteit, Mediese 
Skool. Houston, Texas. 


WETENSKAPLIKE PROGRAM 


By die opstel van die Wetenskaplike program het die Organi- 
serende Komitee die Afdelingsekretarisse aangemoedig om 
soveel gesamentlike sittings soos moontlik te reél en terselfdertyd 
genoegsame tyd vir individuele Afdelingsvergaderings te laat. 

Die Besigheidsvergaderings van die verskeie Nasionale Groepe 
binne die Vereniging sal op Woensdagnamiddag, 18 September 
gehou word, maar indien die Groepe meer tyd verlang, kan die 
periode vir die laaste Afdelingsvergadering op Vrydagnamiddag 
gebruik word vir verdaagde Groepbesigheidsvergaderings. Daar 
sal dus nog geleentheid wees vir drie Wetenskaplike Afdelings- 
periodes gedurende die Kongres. 

Die onderwerpe van die twee Voltallige Sittings is The Parasitic 
Diseases of Man in Africa en The Surgery of Repair. Ander onder- 
werpe by Gekombineerde Vergaderings sal wees Cerebral Vascular 
Disease en The Problem of Aging, wat deur Sir Russell Brain, van 
Londen, geopen sal word, Chemotherapy in the Treatment of 
Nervous and Mental Disorders deur prof. V. Kinross-Wright, 
van Baylor-Universiteit, Texas, VSA, en A Critical Review of the 
Report of a Thousand Maternal Deaths, uitgegee deur die Departe- 
ment van Gesondheid van Engeland en Wallis, wat deur dr. A. J 
Wrigley, die Verloskundige Chirurg by St. Thomas-Hospitaal 
Londen, aangebied sal word. 

Lede wat graag referate wil voorlees, word daaraan herinner 
dat *n getikte samevatting van die referaat, wat nie 500 woorde 
moet oorskrei nie, aan die Ere-Mediese Sekretarisse nie later as 
31 Mei 1957 nie, voorgelé moet word, en ’n getikte afskrif in 
duplikaat van die voltooide referaat nie later as 30 Junie 1957 nie 


GESELLIGHEDE 


Die Geselligheidskomitee, onder die leierskap van mnr. R. C. J 
Hill en sterk ondersteun deur *n aktiewe en ondernemende Dames- 
komitee onder die Voorsitterskap van mev. H. Grant Whyte, 
rig alle pogings aan om ‘n afwisselende sosiale program aan te 
bied en te verseker dat almal in staat sal wees om te ontspan en 
hulle verblyf in Durban te geniet. 

Op Dinsdagaand, 17 September sal ’n Feesmaaltyd vir Mediese 
Gegradueerdes in die Stadsaal, Durban, gehou word by welke 
geleentheid Sy Eksellensie, die Goewerneur-Generaal, sy vyoor- 
nemens uitgespreek het om aanwesig te wees. Hierdie funksie 


sal lede van die Vereniging geleentheid gee om ons gesiene oorsese 
Spesiale reélings sal 


besoekers informeel te hoor en te ontmoet 
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